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I nave collected together the records of my cases of shortening of the 
round ligaments because I think the operation itself, which was first 
introduced by Dr. Alexander of Liverpool, is a very useful one, and 
because the method I have employed now for many years, of closing 
the external ring at the time of operation, increases its value. 

Perhaps some history of my experience may be of interest. When 
I began operating nearly twenty years ago, I did not find it always 
easy to discover the ligaments, and this, combined with the very 
imperfect asepsis of the period, made suppuration and imperfect 
healing of the wounds a too common sequel.* In addition to this, 
such custom as had already formed, favoured the excision and re- 
moval of the excess of ligament which had been withdrawn; and the 
three or four inches of excised ligament from both sides formed the 
usual specimens which showed that the operation had been satis- 
factorily accomplished. This, again, led to a mistaken practice re- 
garding the stump of the ligament: it was often used as a little plug 
at the lower part of the external ring, and sometimes the final suture 
closed the ring below it, forming an almost circular ligature around 
the ligament. 

This technique was decidedly faulty. It tended to sloughing and 
suppuration, and though the final result was often good, in one or two 
cases hernia followed. 

About this time, the alternative operations of vaginal fixation, 
ventral fixation, and ventral suspension of the uterus came slowly to 


*Dr. Alexander himself wrote at this time: “The wounds rarely heal by first 
intention, owing to the strain on the stretched ligaments and the restlessness of the 
patient.” 
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the front, and many were attracted by the ease, immediate certainty 
and simplicity of these methods. For a few years (although it always 
seemed to me that the shortening of the round ligament was the best 
operation for uncomplicated cases of backward displacement during 
the child-bearing period) I used these other means of retaining the 
uterus in position, and one method—that of ventral suspension—I 
still occasionally employ during the child-bearing period when it is 
necessary to open the abdomen for other reasons.* But I gradually - 
found that there were possible dangers attending these operations 
which should not be incurred if as good a result or better could be 
obtained by the shortening of the ligaments. 

First, there was some real danger of death. When acute sepsis 
does occur, it is quite as possible after a simple vaginal or ventral 
fixation as after a hysterectomy, and in one case of this kind in which 
the uterine sutures were followed by abscess and sloughing, it was 
only by a quick hysterectomy that I succeeded (I believe) in saving 
the life of the patient. Secondly, some of these methods were by no 
means permanent or trustworthy. In one case of vaginal fixation the 
uterus broke away from its adhesions in a few months, and I had to 
shorten the ligaments afterwards in order to secure the better result 
which remains to this day. 

In other cases I know, either directly or indirectly, that suture of 
the uterus to the anterior abdominal wall has been followed by a 
persistent dragging pain or uneasiness, and the operation has finally 
resulted in the formation of an artificial ligamentary or muscular 
band some two or more inches long, which has not only allowed of a 
secondary retroflexion but has appeared to be a cause of recurrent 
flatulent dyspepsia by the occasional production of an intestinal 
“kink,” and consequent interference with intestinal peristalsis. 
Finally, in many cases, all of these operations have interfered with 
the normal course of subsequent pregnancies. Vaginal fixation is the 
worst offender in this respect, but ventral fixation is nearly as bad. 
In one case I have known of sudden death caused, I believe, by 
rupture of the uterus; in another, Cesarean section had to be done in 
order to deliver the child, and even after ventral suspension I know of 
a case of pregnancy followed by hemorrhage in the earlier months 
and some obstruction or delay due to faulty position at the 
confinement. 

So real is this danger of difficult labour afterwards that some 
operators, when they fix the uterus to the abdominal wall during the 
child-bearing period, are in the habit of removing or crushing the 
Fallopian tubes so as to sterilize the patients. 

Dr. Lynch (Johns Hopkins Hospital Bulletin, 1904, vol. xv.) has 
collected twenty-one cases of Cesarean section necessitated by com- 


* Ventral fixation I keep entirely as an accessory to plastic operations for “ pro- 
trusion” after the menopause. 
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Fic. I.—Incision down to deep fascia covering aponeurosis. This is perfectly 
plain and rather yellowish from fat below it (between it and aponeurosis). 


Fic. II.—Incision continued through fascia down to aponeurosis or tendon of 
External Oblique. This is very white, and generally shows a darker triangular portion 
or gap, the site of the inguinal canal. This is crossed by white fibres of the inter- 
columnar fascia. The site of the opening into the canal is shown by a dark line. 
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plications due to previous operations for retroflexion. In none of 
these had the operation been one of shortening of the round liga- 
ments. Dr. Howard Kelly records (regarding his own operation of 
ventral suspension) that in seventeen cases of re-opening of the abdo- 
men after this operation, the uterus was attached to the abdominal 
wall by a single dense, smooth, fibrous band, from 3 to 5 cm. in length, 
in 12 cases; in 4 cases he found two bands, and in one case three. 
He further records that “in 14 cases of labour following ventro- 
suspension, the patients were examined at varying periods afterwards, 
and while a good position for the uterus was maintained in 9 cases, 
in 5 cases the uterus was again in retroflexion” (Operative Gynecology, 


1906, vol. ii., p. 150). 


After some eight years (from 1891 to 1899) when I was trying 
some of these other operations, I returned to the operation of shorten- 
ing the round ligaments, but with a different technique which I 
considered would obviate or prevent the little objections I had 
formerly found to its use. The operation I finally carried out, and 
have done now for the last eight or nine years, is as follows. 

The patient, aseptically prepared, is placed in the lithotomy 
position, the vulva and vagina are sterilized, and a full examina- 
tion is made of the uterus and appendages, under anesthesia. The 
condition found should be one of uncomplicated backward displace- 
ment. If any intraperitoneal disease is found, especially any kind of 
adhesion, I regard it as an indication against operation by this 
method, abdominal or vaginal section being preferable. Some pro- 
lapse of one or both ovaries, even with a little enlargement, is, how- 
ever, no contra-indication, some of the most happy results being 
obtained in cases of backward displacement with this as an additional 
feature. The uterus, which is generally slightly enlarged and the 
subject of some chronic endometritis, is dilated and well curetted, 
and placed in complete anteversion, with a well-fitting pessary to 
support it in the normal position. 

The patient is then laid on her back and the site of the further 
operations well sterilized. I usually stand on the same side of the 
patient as that on which I operate, and begin on the right side. 
The main description accordingly will be for the operation of this 
side. 

The spine of the pubes is felt for by the tip of the left forefinger, 
the side of which should also feel the resisting line of Poupart’s 
ligament. With these as landmarks, a very small incision of about 
one inch in length, with the spine of the pubes at its lower point, is 
made just above and parallel to Poupart’s ligament down to the 
deeper layer of superficial fascia which here is always strongly 
marked. (Fig. I.) This is then divided in the same direction, ex- 
posing the tendon of the external oblique, the intercolumnar fascia 
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and the so-called pillars of the ring. (Fig. II.) The anatomy of 
this region varies very much in different patients, and a good view 
must be obtained by cleaning the tendon carefully and holding the 
sides of the incision open if necessary by hooks or small retractors. 
Quite an extended view may be obtained through a very limited 
incision as the incised parts admit of considerable gliding movement. 
Sometimes the definite triangle of thin tissue between the two pillars 
is well marked, sometimes it is excessive, sometimes wanting, and: 
somtimes a gap is found in the tendon to one side of this. Then 
Poupart’s ligament and the spine of the pubes are the best guides to 
the position of the inguinal canal. A little incision is made over the 
middle of the canal, and the sides of the incision may be held apart 
with hooks. Two strabismus hooks are convenient for this purpose. 
As a rule a small nerve is seen lying directly under the incision. 
Interference with this should be avoided during all the subsequent 
stages of the operation, or the nerve may be divided. The whole 
contents of the canal excepting the nerve are now lightly grasped by 
a pair of dissecting forceps in the left hand and held upwards and in- 
wards (towards the middle line) while the lower and under side of the 
tissues is searched for the round ligament. (Fig. III.) It has a rather 
pearly appearance when covered by fascia, and must be recognized at 
this stage, as it is “in situ,” rather than by any process of tearing 
and separation which may destroy its appearance and consistence. 
When seen, it is seized by another pair of dissecting forceps held in 
the opposite hand, the rest of the canal contents is dropped, and some 
traction made on the ligament, which throws it into relief or 
prominence. If its upper part now is clearly seen, the fascial attach- 
ments are separated by the forceps held in the left hand, and the 
white ligament (“ white” while traction is being made upon it) is 
pulled out of its bed. Some three or four inches of the ligament are 
pulled out, at first by the use of alternate forceps, and afterwards 
by the fingers, until one sees the fold of peritoneum near its uterine 
attachment (forming the canal of Nuck) and recognizes that the liga- 
ment has come as far as it will. (Fig. IV.) 

Then a sterilized swab is slipped underneath it, covering both it 
and the incision, and changing places with his assistant, the operator 
carries out the same steps on the other (or left) side of the patient. 

The sewing of the ligament, closing of the ring, and completion 
of the operation (on both sides) I do as follows :— 

A small curved needle is threaded with the finest “ ophthalmic ” 
silk (3 or 4 noughts) which has been sterilized by boiling in red 
iodide solution, and the suture is begun by taking up the pillars of 
the ring at their highest point and tying them together so as to 
obliterate the weak space here. Then a continuous suture is carried 
down, taking up the pillar of the one side, the upper part of the round 
ligament with some of the canal of Nuck, and the pillar of the other 
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Fic. III.—The whole of the canal-contents are grasped by dissecting forceps and 
held upwards and inwards (toward the middle line). ‘'ndication of the round liga- 
ment is found “undermost and lowest.” 


Fie. IV.—The round ligament pulled out as far as it will go. The sheath of 
peritoneum forming the “canal of Nuck” is seen attached to its uterine end. 
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Fic. V.—The beginning of the fine suture of the pillars of the ring and round 
ligament, and the passing of the “stay” suture. 


Fic. VI.—The fine silk suture of the “ring” and round ligament completed. 
The silkworm-gut sutures ready for tying. 
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side at each stitch. (Fig. V.) After two or three stitches the needle 
and thread are laid temporarily aside and a “ stay-suture ” of silk- 
worm gut passed with a handled needle through the middle of one 
side of the incision, the deeper fascia, the aponeurosis, the round 
ligament, and out through the aponeurosis, deeper fascia and skin. 
Each end of this is seized. with catch forceps, and the continuous 
suture of fine silk is resumed. With this, the so-called ring is com- 
pletely closed, taking up the round ligament at each stitch till within 
a few lines of the spine of the pubes, when the excess of round liga- 
ment is returned into the remains of the hole in the aponeurosis, and 
the suture is completed by closing the ring over this as close to the 
pubes as possible. When this part of the operation is completed the 
pillars of the ring are brought together, and the ring is wholly 
obliterated. Just before returning the ligament, I like to clean both 
it and the wound with a gauze pad wrung out of fresh solution of the 
red iodide (1 in 1000). The incision is closed by two additional silk- 
worm gut sutures going through skin and fascia down to the 
aponeurosis, but not through it. (Fig. VI.) These are placed one 
on each side of the “stay-suture,” and all are tied, bringing the 
edges of the little wound closely together. The suture on each side 
of the stay-suture may usually be removed within a week, the stay- 
suture I usually remove on the tenth day, and the fine silk suture is 
of course buried and permanent. The only dressing I use is a large 
sterilized gauze pad, which covers both wounds and is held in place 
by strapping and a binder. 

The patient is replaced in bed with one or two pillows under her 
knees so as to keep the thighs slightly flexed. If there is very much 
pain this can always be relieved by a hot vaginal douche, but pain is 
not generally a very prominent feature, and the less interference with 
the parts the better. 

The little wounds in this operation I look upon as a rather good 
test for aseptic work, for they are necessarily subject to considerable 
manipulation. In nearly all my cases in hospital since 1900 (whether 
public or private) I have obtained immediate “ primary” union. In 
all the cases I have done at the patient’s home (but these are not 
many) I believe there has been some amount of suppuration, which 
has, however, entirely ceased within two or three weeks of operation. 

I usually keep the pessary in place for three months, so as to 
support the uterus in its new position until the healing has become 
sound and firm. At the end of the three months the pessary is finally 
removed, and the patient is set free from all further local treatment. 
In a year the scars, which lie for the most part under the pubic hair, 
are almost invisible, and no belt or truss need be worn by the patient 
at any time. 

An analysis of the table I have made of my eighty-five cases 
gives the following particulars : — 
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All of these were completed and double operations, therefore the 
number of operations recorded is 170. 


1. There was no mortality. 


2. In about 15 or 16 cases there was some slight suppuration. The 
great majority healed throughout by first intention. 

3. In no case was there any untoward complication or result due 
to the operation, save one case of hernia, which occurred in my 
earlier practice and does not therefore belong to the later list. 


4. With six exceptions I have been able to follow up the after 
history of all the patients, and I can only find three in which there 
has been any indication of relapse, and the last time I examined 
these the uterus was in good position. Some of the cases are, of 
course, comparatively recent, but most are of several years’ standing, 
and one or two of the early cases have stood a test of eighteen years 
or more. 

5. In 14 cases, 19 pregnancies have followed without any difficulty. 
Two cases resulted in early miscarriage: one pregnancy proved to be 
a case of twins with hydramnios, and labour was induced and came 
on before the children were viable. Among the cases of delivery at 
term, in one case the child died in birth, and in another the labour 
was so easy that no one was present and the child is said to have 
died for want of proper separation and attention. All of the 14 
patients had been completely or relatively sterile before operation. 
Two of the cases of partial failure or relapse occurred after confine- 
ment. This proportion contrasts very favourably with those in 
Howard Kelly’s cases of ventral suspension. The cases of repeated 
pregnancy after operation have been repeatedly examined by myself 
and others, and in all, I believe, the position remains perfect. 

6. In three cases of the 85, the backward displacement was accom- 
panied with marked ovarian prolapse and pain, but it was proved 
before operation that temporary relief at least could be obtained by 
mechanical treatment. All of these did well, and in one case the 
cure was followed by pregnancy. 

7. In two cases the backward displacement was accompanied by 
hypertrophic elongation of the cervix, and the excess of cervix was 
amputated at the same time as the shortening. In one patient, a 
newly-married woman, the double condition had prevented any inter- 
course, and the double operation was very shortly followed by a 
pregnancy which had an easy and successful issue. In several addi- 
tional cases other operations were done at the same sitting, such as 
the stitching of a kidney, the removal of piles, the removal of a 
fibroid polypus, and the repair of the perineum, but these do not 
appear to demand any special notice. In one or two of my more 
recent cases the co-existence of inguinal hernia has been accepted as 
an additional reason for the operation. 
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8. Two cases subsequently developed an appendicitis, or there 
may have been an unobserved appendicitis at the time of 
operation. Another case subsequently had a tubal pregnancy. The 
last, though no conclusion can I think be based upon it, is of 
some importance, as one writer has maintained that shortening of the 
round ligaments may be a cause of ectopic gestation.* If so, it must, 
I think, be due to a fault of technique, and should be avoidable. 
The only conceivable interference with the movement of the ovum 
in the tube, due to this operation, must be occasioned by very 
excessive tension or fixation. 

9. Two cases, perhaps, should not be included in this list, as the 
operations were done not for backward displacement, but for acute 
anteflexion with incontinence of urine, a condition which (as 
Macnaughton-Jones has pointed out) has been notably relieved by 
abdominal fixation. Both cases were immediately relieved by the 
operation, in one case the relief being, I believe, permanent, in the 
other the incontinence has, to some extent, returned. In both, the 
position of the uterus has been improved but the fundus has not been 
raised to anything like the extent possible in ventral fixation. 

10. In looking up the present history of many of my past patients 
I have been gratified to find that in some cases the late result was far 
better than I had anticipated. One lady, who came from a distance 
and had suffered for some years from backward displacement and 
many nervous troubles apparently connected with this, was grievously 
dissatisfied after operation. She did not lose her nervous symptoms 
with the cure of her displacement, and used to write me letters saying 
that she was sorry she had had the operation done, being rather worse 
than better for it. ‘Though very careful, as a rule, in selecting my 
cases, I had no opportunity, before operating, in this one, for such 
prolonged observation as is necessary for so careful a choice, and 
I had specially noted it in my list as one in which (for this reason) 
my judgement had been faulty. Some three or four years passed, and 
I had quite lost sight of the patient when, in the course of the pre- 
paration of this paper a few months ago, I wrote to her asking if she 
would come up and let me see her again. I was agreeably surprised 
to find not only that the position remained perfect, but that all her 
symptoms had been steadily improving since her last letter came, and 
that she was considerably better than for some years before the 
operation. 


This naturally leads me to a few concluding remarks on diagnosis 
and selection of cases. I hope it will be recognized that though my 
list is a very presentable one, dealing, as it does, essentially with one 


*Batchelor (F. C.). ‘Four instances of ruptured ectopic gestation following 
Alexander’s operation.” Journ. of Obstet. and Gyn. of the Brit. Empire, 1906. 
Vol. x., p. 618. 
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operation, yet the twenty years spent in the collection of my cases 
have an important bearing on the number, and my record bears 
evidence of considerable operative restraint and care. No one knows 
better than myself that many cases of backward displacement cause 
no real symptoms, and are better left alone. These have been care- 
fully excluded. Then many of those transient cases which occur 
between confinements in married life, and are due to temporary sub- 
involution, are very amenable to treatment by drugs and the occasional - 
use of a pessary. These also have been for the most part excluded. 
The cases chiefly chosen have been those of complete displacement in 
single or early married life, where there is no hope of pregnancy 
temporarily to correct it, and serious complaint is made of constant 
backache, dysmenorrhea, menorrhagia, and discharge due to accom- 
panying endometritis. I prefer, if possible, to find a suitable, well- 
fitting pessary, and to prove that most of the symptoms are greatly 
relieved by replacement and the use of this before resorting to opera- 
tion. Further, if I am allowed to have my way, I remove this pessary 
after a few months, and prove that on its removal the case relapses 
and the symptoms return. Then, I have every confidence in advising 
the radical cure. And when I remember patients in bygone years 
who, in spite of fifteen or twenty years of pessary treatment, were 
never well, and not infrequently fell victims to one of the forms of 
infection so often associated with this method of continued treatment, 
I cannot but be thankful that so innocent and comparatively in- 
expensive and effective a method has been devised and perfected for 
the permanent relief of their troubles. 

But the skill and observation necessary for correct diagnosis and 
good treatment demand both experience and patience. The best use 
of the operation will, I think, be made by the practising gynecologist 
rather than by the surgical operator only. On several occasions 
patients have been brought to me for operation by this method when 
I have been reluctantly forced to the conclusion that the cases were 
quite unsuitable. In a recent case of this kind all the plain or 
primary indications were those of a painful retroflexion. On full 
examination, however, I found indications of some abdominal tumour 
(“ probably a myoma”’), and advised abdominal section instead of 
the small operation which had been anticipated. The successful 
treatment of the case involved a difficult hysterectomy, which I 
carried out a little later. It may be well to remember that backward 
displacement of the uterus is very apt to occur as a secondary con- 
sequence of intra-abdominal disease, after appendicitis, salpingitis 
and myoma, for example (perhaps from the straining caused by the 
pain) and when the backward displacement is complete it conceals 
the tumour or inflammation above it. This I pointed out in an 
article on “ Concealed Pyosalpinx ” in 1894. Such conditions need 
rigid exclusion before the round ligament operation is considered, 
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for in one case (only a short time after this operation had been done 
by another surgeon) I was forced to open the abdomen in order to 
relieve the pain of diseased appendages which had been made rather 
worse than better by the shortening of the ligaments. So important 
is this, that if any operator lacks diagnostic experience, and is in 
doubt, I would myself advise him to open the abdomen and treat his 
case by ventral suspension if he cannot leave it alone until further 
light is obtained upon the condition. 

Finally, I think it is partly owing to some care in the selection of 
my cases that I have but few failures to report in the successful 
performance of the operation. 

When there are intraperitoneal adhesions or tumours fixing the 
uterus, or when there has been old pelvic cellulitis, it is obvious that 
the drawing out of the ligaments may be very difficult or impossible. 
Three times in my early practice I have set out to perform the opera- 
tion and have entirely failed, either from inability to find the liga- 
ments or from some kind of adhesion or fixation, but this experience 
has not occurred during the course of my last 60 cases. Sometimes 
it may have been difficult to find the ligaments, for they are occasion- 
ally very poor and attenuated, but nothing has prevented the satis- 
factory completion of the operation in all the cases recorded. I have, 
therefore, considerable reason and confidence in stating that one need 
not fear that the operation will be impossible to finish if proper care is 
taken in the selection of the case, and if the surgeon has good practical 
acquaintance with the anatomy of the region involved. Both Dr. 
Alexander, of Liverpool, and Dr. Kellog, of Michigan (whose work on 
this subject I cannot too warmly commend), advise the use of an 
aneurism-needle or small hook to draw the contents of the canal out- 
side of the incision. I have tried this, but I (personally) find it to 
be embarrassing and inconvenient. The method I have described is— 
to me— much more satisfactory. The chief point that has helped 
me is, I think, the recognition of the fact that the round ligament is 
undermost and lowest, resting practically on Poupart’s ligament. 
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Remarks on the Theory of Chorionepithelioma, 
preceded by Notes of a Case.* 


By Tuos. Warts Even, M.D. (Edin.), F.R.C.P. (Lond.), 
F.R.C.S. (Edin.), 


Surgeon to the Chelsea Hospital for Women; Assistant Obstetric 
Physician to Charing Cross Hospital, London. 


Tue patient was a married woman, E.W., aged 26, who presented 
herself in the Out-patient Department of the Chelsea Hospital for 
Women, in June 1907, complaining of weakness and loss of flesh. 
She had had one child in December 1905, which she suckled for more 
than 12 months, z.e., until January 1907. In the month of February 
1907, repeated severe losses of blood occurred, which were attributed 
to a miscarriage, but as there had been no return of menstruation 
since her confinement she did not know that she was pregnant. After 
the month of February no further hemorrhage of any kind occurred. 
Her health became rapidly unsatisfactory, and in the month of May 
she noticed a small swelling in the vulva, which increased steadily in 
size up to the time of her coming to the hospital. There was no 
vaginal discharge, and she did not complain at all of pain. In the 
Out-patient Department she was seen by Mr. F. L. Provis, who 
examined her and recommended her for immediate admission, with a 
diagnosis of probable deciduoma malignum. 

She was admitted to the hospital on June 21st, and I saw her two 
days later. She was a very thin, anemic woman, looking very ill, 
with a little irregular fever ranging from 99°6° to 100°6°; the pulse 
rate was disproportionately rapid, varying from 108 to 120. Her 
respirations were rapid (82—40), and she said that she had once or 
twice spat up a streak of blood. Except for the presence of loud 
anemic bruits over the base of the heart, the physical signs of the 
chest were normal, and the result of examining the urine was negative. 
On proceeding to examine her I found a growth of considerable size 
attached to the lower part of the anterior vaginal wall, which pre- 
vented a satisfactory examination of the uterus being made. I there- 
fore decided to examine more fully under anesthesia, and this was 
done on June 25th. I then found a circular, flat, soft growth, about 
3 in. thick, nearly black in colour, with a somewhat sloughy surface, 
attached to the anterior vaginal wall, the lower margin reaching to 


* Amplified from a communication made at a meeting of the Obstetrical and 
Gynecological section of the Royal Society of Medicine of London, held on Oct. 10, 
1907. 


| 


Eden: Chorionepithelioma 425 


within ? in. of the meatus urinarius. It bled very little indeed when 
touched, there was a little brownish discharge with a slightly offen- 
sive odour, but its consistence was definitely friable. The vaginal 
mucous membrane was reflected over its edge, and on pinching up 
the base between the fingers, it did not appear to involve deep struc- 
tures. Two other smaller growths of a dark plum colour, but covered 
with mucous membrane, were found, one in the anterior, the other in 
the posterior vaginal wall near the ostium vagine. In addition, 
there was a small, ragged ulcer, with a dark, shreddy base, the size of 
a sixpence, on the posterior surface of the right labium minus. 

The portio vaginalis and vaginal fornices were healthy, the body 
of the uterus was retroverted, considerably enlarged, of softish con- 
sistence, and quite movable. The sound passed 43 inches, and at the 
fundus one could detect a soft, friable mass, which was penetrated 
easily by the point of the sound; there was very little bleeding from 
these manipulations. 

It was therefore clear that we had to deal with a new growth of 
the body of the uterus, and the vaginal growths being typical of 
chorionepithelioma, the diagnosis could hardly be in doubt. After a 
little consideration I decided to remove the uterus at once, and to 
deal with the vaginal growths a week later; the patient’s general 
condition being unfavourable for prolonged operative manipulations. 
I therefore took out the uterus with the tubes, ovaries, and as much 
as possible of the broad ligaments by abdominal pan-hysterectomy. 
A blood-count made on the day of operation showed 28,800 leucocytes, 
with 75 per cent. polymorphonuclear. 

For about a week her general condition improved, the highest 
temperature recorded being 100°, while the pulse and respiration 
rates diminished to some extent. On July 2nd I removed five vaginal 
growths freely, taking a clear zone of healthy mucous membrane 
around them; the four first noted had all increased in size, and a new 
one had appeared ; in removing the largest one the base of the bladder 
was exposed but not injured. For two or three days the improvement 
in her condition was maintained. Then the temperature began to 
rise, the breathing became embarrassed, a little plum-coloured fluid 
was occasionally expectorated, and crepitations were detected at the 
base of the right lung. From this time the patient rapidly went 
down hill. The vaginal wounds all healed by first intention, but on 
July 16th a fresh growth had appeared on the right vaginal wall. 
On the 17th twoounces of blood-stained fluid were withdrawn from 
the right pleura, but on the 19th she died. 

A post mortem examination was made on July 19th by Dr. F. E. 
Taylor, Pathologist to the Hospital, whose report is as follows : — 


“Body emaciated and pallid. A well healed, recent operation wound 
occupied the middle line of the lower part of the abdomen. On open- 
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ing the abdominal cavity no trace of peritonitis was found. The 
internal genitalia were absent, a well-healed scar stretching transversely 
across the pelvic floor. The scar and its neighbourhood were free 
from growth. The stomach, intestines, kidneys, bladder, pancreas, 
and suprarenals were free from growth and normal. The liver was en- 
larged, and on the free border of the right lobe was a nodule of 
secondary growth of the size of a walnut. The pelvic and abdominal 
lymph glands were free from growth. The lungs were studded with 
masses of new growth, being almost solid. The right pleura was ad- 
herent, almost universally, to the chest wall. Heart normal. The 
larynx and thyroid were normal. On opening the skull two small 
hemorrhagic masses of growth were found in the brain: (1) on the 
surface of the quadrate lobe, (2) in the posterior part of the corpus 
striatum. There was also a nodule of hemorrhagic growth beneath 


the mucosa of the right wall of the vagina, just within the introitus 
vagine.” 


The uterus and appendages. 

As shown in the drawing, the specimen consists of the posterior 
half of the uterus divided in coronal section, with the tubes and 
ovaries attached. The uterus measures 5in. from fundus to os 
externum, and 4 in. in its greatest transverse diameter. It is about 
the size of a ten weeks pregnant uterus, and on external examination 
is symmetrically enlarged, except at the fundus. At this point lies 
a protuberance, measuring lin, in vertical by 2in. in transverse 
diameter; in the recent state it was of a deep plum colour, soft in 
consistence, slightly nodular externally, and absolutely free from 
adhesions. 

Examination of the cut surface of the uterus shows a mass of new 
growth situated in the upper part of the cavity. The central and 
lower parts are dark in colour and somewhat broken up—possibly as 
a result of the use of the sound. The remainder of the mass is pale, 
like the uterine wall. The protuberance on the fundus is formed by 
a mass of new growth, which has perforated all but the peritoneal 
coat. It is interesting to note the great resistance which has been 
offered by the peritoneum to the attack of the tumour cells, for there 
is a total absence even of inflammatory reaction. At the periphery 
of the growth invasion of the fibro-muscular tissue can be seen with 
the naked eye. In the lower part of the body of the uterus an 
isolated nodule of growth is seen, not directly connected with the 
mass of the tumour. 


The Fallopian tubes are normal. Both the ovaries are enlarged 
and cystic. 


Histology. Microscopic examination shows the well-known 
features of the disease, which need only be briefly stated. The centre 
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of the mass consists of necrotic tissue-tumour elements and altered 
blood. Around the periphery the characteristic structures are found 
actively invading the uterine wall. The syncytium is abundant, but 
is grouped in masses of somewhat small size. The Langhans cells 
are very numerous, and present the usual characters and arrangement. 
There are also many large cells, of variable shape, with large globular 
and sometimes multiple nuclei. No villi were found. 

The secondary growths in the vagina, the lungs, and the liver, pre- 
sented identical characters. Those in the brain were not examined. 
Knowing the interest he takes in this matter, I sent half of each ovary 
to Dr. Cuthbert Lockyer, who examined them in serial section and 
reports that although there was some excess of lutein tissue, it was 
degenerated and showed no signs of activity. This case must there- 
fore be added to the list of those which are opposed to the theory of 
Fraenkel, that chorionepithelioma is excited by the effect of excessive 
production and activity of lutein cells in the ovary. 


Remarks. It is somewhat curious that this is the first case of 
chorionepithelioma which has come under observation at the Chelsea 
Hospital for Women, although many thousands of cases have passed 
through the Institution since general attention was first directed to 
this disease. 

In most respects the instance here recorded is fairly typical of 
its class, both in its clinical features, and its histological details. 
The only remarkable clinical feature is the absence of hemorrhage 
except for a week or two several months before she came under 
observation. Hemorrhage, repeated and profuse, is well recognized 
as the leading symptom of chorionepithelioma: its severity is due to 
the peculiarly destructive action of the syncytium on the walls of the 
blood-vessels of the uterus. No histological explanation of its absence 
is to be found in the tumour here described, for the growths all show 
the extensive areas of necrosis and hemorrhage which are usually 
found in this disease. Other cases in which no bleeding occurred 
have, however, been recorded. Also the amount of discharge was in- 
considerable, and no decomposition of the tumour tissues occurred, 
except in the case of the large vaginal metastasis, which protruded 
from the vulval aperture. The rapidity with which the vaginal 
metastases grew and multiplied was also very striking. 

The question remains whether or not the radical operation was 
justified under the circumstances, which, it must be admitted, were 
not favourable. The patient was cachectic, the pelvic growths were 
very extensive, and there was at the least a suspicion of the presence 
of secondary growths in the lungs (rapidity of breathing and slight 
hemoptysis). The presence of scattered nodules of new growth in 
the lung is, however, very difficult to recognize clinically, and no- 
thing more than a suspicion of their presence existed. Moreover, it 
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is to be remembered that a considerable number of cases of chorion- 
epithelioma have been recorded, in which, after removal of the uterus 
and the primary growth, spontaneous disappearance of vaginal 
metastases, and of presumptive pulmonary metastases, has been 
observed by trustworthy writers. Inasmuch, therefore, as the disease 
located in the uterus and vagina appeared to be entirely accessible to 
surgical treatment, it was thought proper by the radical operation 
to give the patient the only possible chance of life remaining to her, 
The definite improvement in her general condition noted during the 
first week after the removal of the uterus was encouraging, but the 
extensive visceral metastases discovered at the autopsy showed that 
the issue was, from the outset, a foregone conclusion. 


Tue THrory oF CHORIONEPITHELIOMA. 


The earliest view of the origin of this growth, viz., that it arose 
from decidua, was expressed in the name “deciduoma malignum,” 
applied to it by its first describer, Singer, in 1893. This 
view, however, did not bear the scrutiny of succeeding observations, 
and an acute histological controversy arose, during which many 
different theories were advanced, and as many different names 
suggested for the new variety of malignant growth, which 
attracted general attention, and excited the deep interest both of 
pathologists and gynecologists. This controversy was definitely laid 
to rest in 1898 by Marchand, to whom we are indebted for a 
brilliant histological demonstration of the identity of the essential 
tumour elements with the syncytial and cellular layers of the 
chorionic epithelium. General acceptance of Marchand’s work, led 
in turn to the general adoption of the name chorionepithelioma. 
From these results the conclusions appeared naturally to follow that 
the growth was absolutely specific in its nature, z.e., that it arose 
from retained fragments of chorionic tissue, and that pregnancy was 
its essential antecedent. It is no wonder that the subject attracted 
such keen interest, since specificity such as this could be claimed 
for no other new growth known to pathologists. 

Although Marchand’s conclusions were received with general 
approval and consent, a certain amount of doubt and hesitation re- 
mained in the minds of some observers, on the ground that in a 
considerable number of cases no evidence whatever of the previous 
occurrence of pregnancy could be obtained. But these doubts were 
for the most part silenced by the argument that the absolute exclu- 
sion of pregnancy within the very wide age limits of possible fertility 
was practically impossible, and these objections, accordingly, could 
not shake the stability of Marchand’s theory. 

The next development of the subject took an entirely fresh direc- 
tion, for in 1902 Schlagenhaufer described two cases of malignant 
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tumour of the testicle in which he had found typical and unmistak- 
able chorionepitheliomatous elements, viz., syncytial masses and 
groups of Langhans’s cells. In their general features these tumours 
bore the characters of malignant teratoma, and Schlagenhaufer ad- 
vanced the view that the peculiar fetal ectodermic tissues found in 
them were derivatives of embryonic relics belonging to the stage of 
development in which chorionic tissue is so abundantly produced. 
Many other cases have been since recorded which agree in the 
main with Schlagenhaufer’s description; even in 1904 Emanuel?! 
collated 14 cases, and described one of his own. Their close resem- 
blance to the specific chorionepithelioma was still further demon- 
strated by the discovery in some of them of cystic bodies closely 
resembling, both in naked-eye and microscopic characters, the vesicles 
of a hydatid mole. The presence of chorionepitheliomatous tissue in 
teratomata in the male accordingly became well recognized, and it 
was generally held not to impair the validity of Marchand’s theory 
of the disease or its absolute specificity in the other sex. Similar 
tumours have since been described in the mediastinum (dermoid) and 
the liver, in addition to those in the testicle. 

The next step was the description of pure chorionepithelioma in 
man, that is, growths in which none of the usual features of dermoids 
or teratomata could be found, but which consisted solely of blood-clot, 
fibrin, and the essential plasmodial and cellular elements; tumours, 
in fact, which were indistinguishable from the disease as we meet 
with it in the uterus and vagina. One of these cases (a testicular 
tumour with visceral metastases) is described by von Hansemann? as 
follows : 


“All the growths consist mainly of fibrin and blood, with much 
leucocytic infiltration; running through the blood-clot are greyish 
strands of tissue which consist of Langhans’s cells and syncytium.” 
An exactly similar case has been recorded by Emanuel.? It is obvious 
that these cases belong to an entirely different category from 
Schlagenhaufer’s teratoma. They display none of the ordinary 
features either of teratoma or of dermoid, but exactly resemble 
chorionepithelioma as met with in the other sex. They therefore 
lead to the extraordinary position that a new growth hitherto believed 
to be specific in the female occurs also in men in such a form as not 
merely to resemble it, but actually to reproduce in minute detail its 
essential characteristics. The only cases in this category hitherto 
recorded in the male have been cases of testicular tumours, and the 
well-known proneness of this organ to be the seat of teratomata 


1. Zentralblatt fiir Gyndkologie, 1904, p. 143. 
2. Idem. 
3. Loc. cit. 
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makes it possible that the theory of Schlagenhaufer applies to 
pure chorionepithelioma of that organ as much as to teratoma 
with chorionepitheliomatous elements, that is to say, that these 
tumours also arise from embryonic relics. It will be a matter of 
great interest to see whether, as time goes on, similar cases will be 
recorded in men in situations where dermoid or teratomatous growths 
do not occur, but the widespread incidence of tumours of the former 
class naturally adds greatly to the difficulty of such a demonstration. 
In the meantime the origin of pure chorionepithelioma in men must 
be regarded as an open question. 

The further question now naturally arises: Is it not possible 
that chorionepithelioma of teratomatous origin may also occur in the 
female? and if this is possible, is pregnancy no longer to be regarded 
as the necessary antecedent of the disease in woman? It appears 
to the writer that both of these questions can now be answered in the 
affirmative. The difficulty of absolutely excluding pregnancy at any 
age within the limits of possible fertility has been already referred 
to; accordingly, all cases in which the primary growth appeared in 
the uterus, vagina, or tube, have practically been assumed to be 
specific, z.e., to have arisen from retained chorionic tissue. Two cases 
have now, however, been recorded, which appear to satisfy all the 
necessary criteria of accuracy. One is the case recorded by Pick! of 
a girl of 8} years of age, in whom menstruation had not appeared. 
He removed from this patient a tumour of the ovary which in the 
main consisted of typical teratomatous structures, but which, in 
parts, showed typical chorionepitheliomatous elements, some of the 
sections examined being indistinguishable from Marchand’s tumour, 
This case obviously reproduces all the essential features of the testi- 
cular growths recorded by Schlagenhaufer and others, and accord- 
ingly, may, nay, must be explained upon the same hypothesis. Five 
cases of malignant ovarian tumours in girls (16—24 years of age) 
have also been recorded by Landau,? and regarded by him as instances 
of chorionepithelioma of teratomatous origin (kongenital-teratomatosa 
Anlage). It must be said, however, that Landau’s description of 
them is unconvincing, and they were classed by the pathologist who 
examined them as alveolar, round-celled sarcoma. 

But in any case, Pick’s tumour proves that chorionepitheliomatous 
tissue may occur in teratoma of the female, just as of the male, and 
in such cases, of course, its occurrence is entirely independent of 
pregnancy. Although the age of Pick’s patient does not absolutely 
exclude the possibility of pregnancy, the general teratomatous char- 
acter of the tumour removes all objection which can be raised upon 
that score. 


1. Berliner klinische Wochenschrift, 1904, No. 7. 
2. Idem. 
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More recently a case has been recorded by Devitzky,! which makes 
it necessary still more carefully to review the position of the theory 
of chorionepithelioma. This case is so remarkable that the following 
abstract (made from the original paper) must be given :— 


“The patient, Nadine M., aged 75, was admitted to the gyneco- 
logical clinique of the University of Moscow (Professor Michael 
Nikiforoff) on October Ist, 1903, complaining of irregular hemor- 
rhage of 2 years’ duration; of dyspnea, cough and bloody expectora- 
tion ; and of pain on micturition of recent onset. Her periods ceased 
at the age of 55 and she had always been regular during menstrual 
life; she presented the anatomical signs of virginity and firmly 
denied that she had ever been pregnant. While under observa- 
tion in the clinique it was noted that micturition was frequent 
and painful, and that the urine contained 5 per cent. of albumen. 
Expectoration was abundant and usually contained blood. The ab- 
domen was distended (circumference 45 inches), although the body 
generally was rather emaciated. A tumour of the uterus was found, 
and a diagnosis made of interstitial fibroid tumour. On account of 
the advanced age and feeble condition of the patient, a radical opera- 
tion was not undertaken, but the uterus was curetted on October 18th. 
It was then found that the sound entered the uterus for 15cm. 
(6 inches). After this operation signs of cardiac failure appeared, 
then general edema and great diminution in the quantity of urine 
secreted, and death occurred 11 days after the operation. 


Microscopic examination of the fragments removed by curetting 
showed hypertrophic glandular endometritis, but no trace of malig- 
nant growth. An autopsy was performed on October 20th, and the 
following conditions were found: (1) old-standing pleuritic adhe- 
sions; numerous rounded masses of new growth distributed through 
both lungs; similar nodules of growth in the bronchial glands; (2) 
enlargement of the uterus due to the presence of a very large 
number of hard nodular fibroid tumours, some sub-serous, some inter- 
stitial, some sub-mucous; the uterine cavity was empty and its walls 
were smooth; (3) upon the posterior wall of the bladder a dark-red, 
rounded growth, 2 inches in diameter, a little elevated above the 
general surface of the mucosa, irregularly ulcerated upon the surface, 
with incrustation of salts; (4) in the wall of the sigmoid flexure a 
small nodule of dark-red growth, about the size of a pea. The tubes 
and ovaries, the vagina, the external genitals, and the abdominal 
viscera generally were free from growth. 


An exhaustive account of the microscopic features of the growths 
found in the bladder, the lungs and the sigmoid flexure follows. All 


1. Meditsinskoé Obozrenié, 1904. T. 61, No. 5, p. 358. (From the Anatomo- 
Pathological Institute of the University of Moscow.) 
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possessed the same minute structure, and consisted of (1) blood-clot, 
fibrin and débris; (2) masses of syncytium; (3) collections of round 
and polygonal cells resembling the cells of Langhans; (4) numerous 
large “ giant cells” and cells of intermediate types. In other words 
all the growths presented the well-known and characteristic elements 
of chorionepithelioma. The syncytial and cellular masses also 
showed the marked tendency to invade the walls of blood-vessels, and 
even to form thrombi in them, which has always been regarded as _ 
one of the typical features of the growth. 

The genuineness and authenticity of the case do not appear to be 
open to any doubt whatever, and its importance with regard to the 
general theory cannot be overlooked. We now are in possession of 
two authentic cases of chorionepithelioma in the female sex, occurring 
under circumstances in which its dependence upon pregnancy is im- 
possible. These cases occurred at the two extremes of life: one in 
a girl of 83, who had never menstruated, the other in an old woman 
of 75, who had passed the menopause for 20 years, who had never 
been pregnant, and who presented all the anatomical evidences of 
virginity. The exclusion of preceding pregnancy is, therefore, in 
both cases, not open to any reasonable doubt. Further, it is to be noted 
that the primary growth was, in one case, lodged in the ovary, in the 
other in the bladder, while in both cases the uterus, vagina, external 
genitals and Fallopian tubes, were unaffected. These cases should 
be grouped with those occurring in the male sex, in which no definite 
teratomatous features were found, but the case of Devitzky differs 
from all others in the remarkable fact that the primary growth 
occurred in an organ, which is not recognized as one of the situations 
in which dermoid or teratomatous growths occur. In the sources of 
information which I have been able to consult, I can find no record of 
the occurrence of a dermoid tumour in the bladder, although it 
would be unjustifiable to assert that such an occurrence has never 
been recorded. Devitzky rejects absolutely the possibility of the 
growth, in his case, having a teratomatous origin, and inclines to 
the view that it has arisen in Wolffian relics. This assumption, how- 
ever, explains nothing, for the origin of chorionic tissues from 
Wolffian elements would be just as mysterious as their origin from 
ordinary epithelium of adult type. It is however possible that it 
may have arisen from bladder epithelium by metaplasia, such as 
occurs in the endometrium and leads to the formation of squamous- 
celled carcinoma. 

It must, in the meantime, be admitted that no satisfactory ex- 
planation of Devitzky’s case can be offered. But this does not in the 
least detract from its extraordinary importance and suggestiveness, 
for if the undoubted clinical facts which we observe do not square 
with our accepted theories, we must revise the theories not reject 
the facts. 
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The present position of the whole question may fairly be summed 
up as follows: chorionepithelioma is a form of malignant growth 
which occurs in both sexes; it is very much more frequent in women 
than in men, and pregnancy is its most potent predisposing cause ; in 
women it usually arises from fragments of chorionic tissue—normal or 
abnormal,—which have been retained from a previous pregnancy; it 
may, however, occur in women independently of previous pregnancy, 
and in such cases its origin cannot at present be explained. In men 
it is generally, perhaps invariably, of teratomatous origin. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


A Case of Pregnancy complicated by a Large Cervical 
Fibroid: Subtotal Hysterectomy at the Fourth 
Month. 


By J. Buann-Surton, F.R.C.S. (Eng.). 


A PRIMIGRAVIDA, 39 years of age, in the fourth month of pregnancy, 
was enjoying a motor-tour; one evening after a long journey she 
experienced pelvic pain and discomfort, and a few hours later began 
to vomit; the abdomen became distended, and she was unable to void 
wind by the anus. The patient was attended by a local doctor, who 
detected a hard and tender swelling in the left side of the pelvis, and 
thought it probable that the symptoms were due to an ovarian cyst 
which had undergone axial rotation. The intestinal difficulty and 
vomiting persisted for three days in spite of the employment of 
enemata, the bowels then acted and the pain slowly subsided. At 
the end of a week from the onset of the symptoms the patient was 
conveyed to London. When I saw her the uterus reached to the level 
of the umbilicus, and its surface was irregular from fibroids embedded 
in its anterior wall and fundus. 

On vaginal examination a large, hard, ovoid mass could be felt, 
occupying the pelvis and pushing the neck of the uterus high up and 
to the right. There was no interference with micturition and there 
was no pain. I had no doubt that a large cervix-fibroid was com- 
plicating the pregnancy, and careful attempts to move it out of the 
pelvis by pressure had no effect. The patient then informed me that 
she had known that she had fibroids in her uterus for six years, and 
that she had been under the care of Dr. John Phillips. I at once 
communicated with him and we saw the patient in consultation. 
Dr. Phillips came to the same conclusion, namely, that the pelvis 
was occupied by a large fibroid which could not be displaced up- 
wards; he had seen the patient when she was six weeks pregnant, and 
the tumour then appeared to be about the dimensions of a tennis ball. 
He was greatly surprised at the increase in size in so short a time. 
Dr. Phillips was certain that if miscarriage occurred the foetus, even 
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at the fourth month, could not be extracted through the vagina, and 
with the threat of intestinal obstruction recurring, there was only one 
course open to us, namely, hysterectomy. Five days later I per- 
formed subtotal hysterectomy, conserving one ovary, the left. 

The patient made a non-febrile recovery, and left the nursing 
home twenty-two days after the operation. 

The uterus was carefully hardened and bisected: there were 
several fibroids embedded in its walls, but the obstructing tumour 
arose apparently from the supra-vaginal portion of the cervix and 
burrowed into the left broad ligament. In the fresh state this 
tumour measured 15cm. in its long, and 12 cm. in its narrow axis: 
the cut surface in colour resembled fresh beef-steak, due to red 
degeneration (aseptic necrobiosis), which I have endeavoured to have 
represented in the accompanying drawing. 


This case affords an additional example to many I have recorded, 
in which the occurrence of red degeneration in a fibroid complicating 
pregnancy gives rise to pain, which is sometimes so sudden, and so 
acute, as to lead even experienced practitioners to think that it is 
caused by acute axial rotation of an ovarian tumour. 


Fic. I.—A pregnant uterus, complicated with fibroids: subtotal hysterectomy was 
performed at the fourth month. The large fibroid was in the condition known as red 
degeneration : it measured 15cm. in the major and 12cm. in the minor axis. (It is 
preserved in the museum of the Middlesex Hospital.) 
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II. 


CEdematous Fibroma of the Pelvis, probably 
originating in the connective tissue.* 


By Watrer Tate, M.D., F.R.C.P., 
Obstetric Physician to St. Thomas’s Hospital, London. 


Tue patient, E.S., was a married woman, aged 39, who had had five 
children and no miscarriages. During the second confinement twelve 
years ago, some difficulty was caused by a swelling which protruded 
at the vulva and had to be pushed back. During the following three 
- labours the same trouble occurred, but the puerperium seems to have 
been quite normal on each occasion. The periods began at the age 
of 11, and have always been regular, the flow lasting from three to four 
days. Since the last confinement six years ago the patient has 
noticed some increase in the size of her abdomen. She also found 
that if she waited too long before passing water she had difficulty in 
doing so; on four occasions the catheter has had to be employed. 
There has been aching pain in the abdomen for several years, which 
has sometimes been severe enough to cause the patient to double her- 
self up. She had to give up work three months ago. 

The patient was admitted to St. Thomas’s Hospital early in July, 
1907. She was seen to be a thin, anemic, rather sallow complexioned 
woman. There was some dulness at the apices of both lungs sugges- 
tive of old mischief. The abdomen was much distended, with very 
thin, flaccid wall, showing some peristaltic movements of the intes- 
tines in the region of the umbilicus. The lower part of the abdomen 
was occupied by an ill-defined swelling, which gave the sensation of 
a flaccid cyst, and extended outwards towards the right flank. To 
the left of the middle line, and separate from the swelling just 
described, was a well-defined, rounded mass, as large as a billiard 
ball, which felt solid and was markedly tender on palpation. This 
mass proved, on vaginal examination, to be the enlarged body of the 
uterus. There was dulness over the lower part of the abdomen 
reaching upwards to the mid-axillary line. The left flank was 
resonant. 

On vaginal examination the cervix uteri was found to be normal 
in size; whilst the somewhat enlarged body formed the firm mass 
felt a little to the left of the middle line. The posterior part of the 


* Specimen shown and described at the meeting of the Obstetrical and Gynecological 
Section of the Royal Society of Medicine of London, October 10th, 1907. 
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pelvis was occupied by a swelling so ill-defined and flaccid, that it 
was difficult to be quite certain whether it was due to distended 
intestine, or to a large lobe of the tumour occupying the pelvis. 

The abdomen was opened on the 11th of July, 1907, by an incision 
a little to the right of the middle line. The peritoneum having been 
divided, the main part of the tumour was seen to consist of a flattened, 
flabby mass covered by smooth, shiny membrane, which lay over the 
front of the bowels. This portion of the tumour was covered by peri- 
toneum, but had not in any way burrowed under the peritoneum of 
the iliac fossa or the peritoneum covering the lumbar region. The 
upper end of the tumour presented a curious incurved margin. The 
portion of the tumour which occupied the pelvis had burrowed most 
extensively. The body of the uterus could be seen projecting up- 
wards from the left and anterior aspect of the tumour. Large veins 
coursed over the tumour and over the expanded broad ligament 
of the right side. The incision was enlarged, and the tumour 
brought out through the wound. It was now seen that the peri- 
toneum from the rectum was reflected on to the tumour exactly 
opposite the promontory of the sacrum, and at a slightly lower level 
anteriorly the peritoneum from the back of the cervix was reflected 
on to the tumour. The true pelvis was entirely occupied by the 
tumour. 

It was evident that a very extensive enucleation of the pelvic 
portion of the tumour was necessary, so in the first place the large 
mass of vessels in the expanded mesosalpinx in the right side was 
clamped and divided and afterwards ligatured. The right ovary was 
not removed. The incision through the peritoneum was continued 
inwards, and the peritoneum passing from the front of the rectum 
to the posterior aspect of the tumour was divided. The vesico-uterine 
fold of peritoneum was next divided, and the bladder separated 
from off the front of the cervix and the adjoining part of the right 
broad ligament. The enucleation of the tumour from the pelvis was 
now begun. It was first carefully separated from the rectum, to 
which it was somewhat adherent. The rectum was seen passing down 
the middle of the sacrum, and on each side of it was a large mass of 
the tumour, which had to be separated from the surrounding struc- 
tures. The tumour was also found to be closely adherent to the 
posterior surface of the vagina over a large area. The enucleation 
from the right broad ligament, and from the left side of the pelvis, 
was carried out with considerable difficulty owing to the unusually 
soft nature of the tumour and its friability. During the process 
there was very free bleeding, and large plugs of gauze had to be 
packed into the pelvis to check the hemorrhage. The vagina had 
been enormously stretched during the growth of the tumour, and 
after its removal, about four inches of vagina could be seen presenting 
a rough, irregular surface, from which the tumour had been 
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separated. Up to this point the uterus had not been interfered with. 
As it was somewhat enlarged, and even likely to be a source of trouble 
if left, it was decided to remove it, together with the redundant 
posterior vaginal wall. The temporary gauze plugs were removed 
from the pelvis, and it was now seen that there was a large cavity in 
the pelvis extending outwards on each side of the rectum to the 
pelvic wall and bounded in front by the vagina. After ligaturing 
all bleeding vessels, there was still a considerable amount of oozing, 
and a plug of gauze was packed on each side of the pelvis and the end 
passed into the vagina. The peritoneum divided round the tumour 
was next brought together so as entirely to cover in the cavity in the 
pelvis. After swabbing out the lower part of the abdominal cavity 
with normal saline solution, the abdomen was closed in layers. There 
was a considerable amount of shock during the operation, owing to 
the hemorrhage being considerable and the operation being pro- 
longed, but the patient soon improved after she had been put back to 
bed, and the usual restoratives employed. 

The tumour removed consisted of two parts, an upper part covered 
by peritoneum, which formed a flattened mass about an inch and a 
half thick above, and broadening out below; this portion of the 
tumour presented a curious, thin, incurved margin above, and over 
the posterior surface was seen a longitudinal furrow, bounded on 
each side by a fibrous ridge. The lower part of the tumour was very 
ragged and friable, but more or less globular in shape when held 
together. The whole tumour weighed 7 1b. 50z. It measured 18 in. 
long, 15 in. broad, and 1} in. to 33 in. in thickness. 

The uterus removed showed marked increase in the thickness of 
the walls, and the endometrium was injected. 

Dr. Dudgeon kindly made a microscopic examination of the 
tumour, and reported it to be an cdematous fibroma, probably 
originating in the connective tissue of the pelvis. No evidence of 
muscle fibres was discovered. 

On the morning following the operation the patient looked very 
pale, pulse rate 180; a few hours later her condition improved and 
the pulse was less frequent, about 140. 

On the 13th of July, two days after the operation, the vaginal 
plugs were removed. Up to this time there had been a moderate 
amount of hemorrhagic discharge from the pelvic cavity. 

On the 14th of July the patient had a sudden hemorrhage, and 
lost about a pint of blood per vaginam. The loss of blood had no 
serious effect on the pulse, and stopped after the cavity had been 
douched with hot saline solution. The discharge from the cavity 
had by this time become somewhat offensive, and it was evident that 
there was some sloughing of tissue forming its ragged wall. 

On the 15th of July, in the early morning, the patient was 
decidedly better, and her pulse had slowed down to 112. At 10a.m., 
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however, she had a second and most alarming hemorrhage, which 
came on quite suddenly, and soaked through the bed on to the floor. 
The pulse was imperceptible. Two large iodoform plugs were at once 
packed into the cavity in the pelvis through the opening in the 
posterior vaginal wall, and no further hemorrhage occurred. The 
discharge by this time was very offensive, and the patient’s condition 
critical. Her condition remained very serious for the next few days, 
with hectic temperature and rapid small pulse. On the 22nd of July 
a slough came away from the cavity in the pelvis, after which the dis- 
charge was less offensive. Owing to the character of the discharge 
the patient was transferred to the special ward for septic cases, and 
by means of frequent douching of the cavity, and diligent feeding, 
the discharge gradually diminished in amount and her general 
condition improved. On making a vaginal examination on the 21st 
of August, only a small cavity large enough to admit half the length 
of the forefinger was found communicating with the vagina. The 
patient was discharged from the hospital on the 28th of August, and 
in the first week of October she reported herself to be perfectly well. 

It was difficult to say in what structure the tumour originated, 
but it certainly had no direct connexion with the body of the uterus 
or the cervix. Its most intimate connexion appeared to be with the 
posterior vaginal wall, and to a less degree it was adherent to the 
front of the rectum. This anatomical connexion suggested that the 
tumour may have originated in the connective tissue of the recto- 
vaginal septum. Although the tumour had burrowed extensively 
under the right broad ligament, and the portion of the tumour in the 
pelvis had relations somewhat similar to those of a broad ligament 
tumour, the abdominal portion of the mass had not bur7owed under 
the peritoneum in the manner that is usually seen in broad ligament 
fibroids. Although it was covered by peritoneum, the peritoneum 
was intimately adherent to the tumour in the same manner as is seen 
in a subserous fibroid. 

Mr. Doran showed a large broad ligament fibroma before the 
Obstetrical Society of London,* which in some respects resembled the 
present case, but in Mr. Doran’s case the whole tumour burrowed 
under the peritoneum, and there was no free abdominal portion as in 
the case here reported. 


* Transactions Obstetrical Society of London, vol. xli. for 1899, p. 173. Mr. 
Shattock examined the tumour and reported upon it as follows: “The growth is a 
fibroma containing no muscle-cells” (Joc. cit., p. 180). 
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ITT. 


Two Cases of Para-Vaginal Section for Uterine 
Fibromyoma.* 


By W. E. Forueremt, M.A., B.Sc., M.D., Manchester. 


Hon. Assistant Surgeon to the Northern and St. Mary’s Hospitals, 
and Lecturer on Obstetrics in the Victoria University, Manchester. 


Tue uses of Schuchardt’s para-vaginal section have been ably extolled 
in this country by Sir W. J. Sinclair, both in a paper published last 
year in the Journal of Obstetrics,! and also in his remarks introductory 
to a discussion on the subject which took place at a meeting of the 
North of England Obstetrical and Gynecological Society held at 
Manchester on the 15th of December, 1905. During that discussion, 
some members expressed the opinion that this method of enlarging 
the vaginal aperture is unnecessary, and that it largely increases the 
risk to the patient by causing extra loss of blood and prolonging 
the operation. It was also pointed out that when the method is 
employed in operating for cancer, early recurrence in the scar of the 
para-vaginal incision is the rule. Of the advantages or disadvantages 
of the incision in vaginal hysterectomy for cancer I have no personal 
experience, as, in cases of carcinoma in patients with small vagine, 
I have hitherto operated by the abdominal route. Recently, however, 
I have twice had occasion to operate on elderly virgins for fibro- 
myoma under circumstances which I considered to render the ab- 
dominal route out of the question. In these cases the para-vaginal 
incision rendered vaginal operation possible, in spite of extreme 
narrowness of the vagina. It did not cause undue hemorrhage, nor 
did it much prolong the operation. Owing to the circumstances of 
one case, the para-vaginal incision was not closed by any suture, yet 
it healed up without any permanent injury to the pelvic floor. I 
therefore wish to advocate the use of this incision in certain cases, 
as the best and by no means a bad way out of difficulties which may 
any day be encountered. 

It may be suggested that in these two cases sufficient room could 
have been gained by dividing the perineum, as has been done 
occasionally for many years past. In women, however, who have 
short perineal bodies, central incision gives very little access. Had I 


* Read at a meeting of the North of England Obstetrical and Gynecological Society, 
held at Sheffield, November 15th, 1907. 


1. Journal of Obstetrics and Gynecology of the British Empire, 1906, vol. ix., p. 241. 
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begun in these cases by making central perineal incisions, they would 
certainly have been extended by tearing into the rectum. Indeed, 
one could have split the pelvic floor back to the very tip of the coccyx 


without gaining more free access than that given by the para-vaginal 
incision. 


CasE 1. Miss C., aged 38, suffered from severe uterine hemor- 
rhage, anorexia and profound anemia. Menstruation began at the 
age of 14. It was formerly regular, of the 28 days’ type, 4 days in 
duration and moderate in quantity. Six years ago there was an in- 
crease in the length of the periods and in the quantity of the dis- 
charge. Four years ago the patient was operated on by Dr. J. W. 
Stenhouse for empyema and, under anesthesia, the uterus was then 
found to be much enlarged. Menstruation continued to be prolonged 
and excessive, until in March, 1907, serious flooding occurred. This 
recurred in May. In June, after fainting repeatedly through loss of 
blood, the patient became unable to retain food, and vomited after 
all forms of nourishment. On July Ist she travelled to Manchester 
to see Dr.Stenhouse, and fainted on the doorstep of her lodgings 
on arrival. 

On July 2nd Dr. Stenhouse and I saw her together. She was 
extremely anamic, with a rapid faint pulse and rapid breathing. 
Her appearance suggested prolonged poisoning by the absorption of 
decomposition products, and she apparently had not long to live. 

Abdominal examination showed that the uterus was enlarged and 
ovoid in form, the fundus reaching the level of the umbilicus and 
being very hard and firm. 

The clothes, bed and person were stained with dark, offensive 
blood, which continued to escape in considerable quantity. 

The vaginal orifice was very small, the firm, rigid perineum pre- 
venting the insertion of more than one finger. 

The vaginal cavity was itself small, and was filled by the lower 
pole of an ovoid fibromyoma, which had the size and shape of an 
ostrich’s egg. The cervix uteri was dilated to the size of a crown 
piece, and had a thin, very rigid margin, which was stretched over 
the lower pole of the fibroid. 

We were now in grave doubt as to the proper course to take. We 
decided that immediate operation would expose the patient to less 
risk than would any attempt to nurse her into better condition. The 
patient, therefore, having been anesthetised by my colleague, was 
placed in the lithotomy position, and supported by a Clover’s crutch. 
I then, with a District Nurse as my only assistant, cut into the ischio- 
rectal fossa on the left side, divided the whole left lateral vaginal 
wall, and continued the skin incision to a point one inch behind and 
an inch and a half to the left of the anus. The patient was so blood- 
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less that there was hardly any hemorrhage. This free incision gave 
only just enough room in which to work. The fibroid was then re- 
moved bit by bit, and it appeared that its attachment occupied the 
fundus of the uterus and its right wall down to an inch and a half 
from the os externum. When about half the fibroid had been 
removed, though very little blood had been lost, the patient became 
collapsed. Artificial respiration had to be carried on for some time. 
Hot saline solution was thrown into the rectum and strychnine was 
administered hypodermically. Brandy was given by the rectum and 
later by the mouth. 

When breathing recommenced the remaining half of the tumour 
was rapidly removed, the uterus then being practically inverted by 
the traction which had been kept up on the mass to prevent blood loss 
during the interruption. The uterus, vagina and para-vaginal in- 
cision were packed with gauze. The patient was then hurried into 
bed and surrounded with ordinary quart bottles filled with hot water. 
It was clearly undesirable to stitch up the paravaginal wound, especi- 
ally having regard to the need for free drainage, the whole field 
having been contaminated by feces in the emergency. On July 
3rd the patient had a pulse of 60, took fluids freely, and expressed 
herself as comfortable. The gauze was all removed and douching 
was begun. There was some considerable disturbance of temperature 
during the first week, owing to absorption from the bed of the 
tumour and from the para-vaginal wound. The motions were offen- 
sive for several days, and numerous enemata were required. There 
was no vaginal or uterine discharge after the first ten days. After 
four weeks the para-vaginal wound had quite healed and the scar 
was hardly more conspicuous than in many cases in which sutures 
have been used. The integrity of the pelvic floor was in no way im- 
paired. The vaginal orifice just admitted two fingers. The cervix 
uteri was closed but remained large and hard. The uterus was rather 
large, and firm in consistence. It was somewhat fixed, especially on 
the left side. There was no difficulty in micturition or defecation 
throughout; in fact, the patient complained of nothing after the date 
of operation. She went away for a holiday five weeks later, and is 
now in perfect health. Menstruation has not returned. 


Case 11. Miss G., aged 44, complained of severe and prolonged 
bleeding from the womb, with consequent impairment of health. 

Menstruation began at the age of 14 and was painless and 
regular, and moderate in quantity and duration. 

About three years ago she began to suffer from excessive bleeding 
and was treated for a displacement of the womb with some success. 
A year later the bleeding returned, and Dr. J. W. Stenhouse removed, 
by avulsion, a large submucous fibromyoma, which had become 
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pedunculated, and was being expelled through the dilated cervix. 
There was no further bleeding for two years. Early in July, 1907, 
the hemorrhage began again. It was accompanied by pain, and was 
continuous up to the time when Dr. Stenhouse and I saw her together 
on September 20th. The uterus was found to be enlarged to the size 
of a fist, and was irregular in form. The cervix was dilated, and the 
os externum was stretched over the lower pole of a submucous fibro- 
myoma about equal in size to a bantam’s egg. The vagina was very 
small. The perineum was very rigid, and the distance between the 
vagina and the anus was very short. The patient had already sub- 
mitted to the removal of one fibroid polypus, and wished to be freed 
from the possibility of further trouble from this source. The shape 
and size of the uterus indicated the presence of several fibro-myomata. 
Therefore, taking into consideration the age of the patient, we decided 
to undertake a hysterectomy rather than merely remove the large 
polypus which was then presenting at the os uteri. 

The para-vaginal incision was made as in Case i. The cervix, 
distended by the polypus, was found to be inconveniently large. The 
bladder was therefore pushed off the uterus, the anterior uterine wall 
was split, and the polypus was removed by cutting through its attach- 
ment to the posterior wall of the fundus. The uterus was then re- 
moved in the usual way, and the stumps of the broad ligaments were 
drawn down and stitched into the vaginal vault. 

The gap which had been cut in the margin of the pelvic diaphragm 
was closed by drawing together with catgut the divided portions of 
the levator ani and its fascial sheath. 

The incision in the left vaginal wall was closed with a continuous 
suture of catgut, hardened with chromic acid. The skin incision was 
sutured with silkworm gut, a gauze drain being left in its lower angle 
for 24 hours. Recovery was smooth and the para-vaginal wound 
healed by first intention. 
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A Case of “Intra-Ligamentary” Urinary Bladder.* 
By W. E. Forneremt, M.A., B.Se., M.D. 


Matrormations of the bladder are by no means common; but, when 
encountered during operations on the pelvic organs, they may be the 
cause of technical difficulties if not of serious accidents. 

In the rare congenital anomaly to which the name of “ intra- 
ligamentary ” bladder has been given, the bladder lies more or less 
between the anterior and posterior layers of the broad ligament. The 
utero-vesical pouch is missing, so that the bladder is not separated 
from the uterus by the usual dip or fold of peritoneum. On one or 
both sides of the uterus the bladder spreads laterally into the broad 
ligament. 

This condition was, I believe, first described by Ziegenspeck in 
the year 1887. In the year 1901, Tandler and Halban published an 
atlas entitled “ Topography of the Female Ureter,” in which they 
described a case similar to that of Ziegenspeck. In the year 1905 
Natanson and Zinner! described four further cases. Their conclu- 
sions were as follows :— 

1. The intra-ligamentary bladder is a congenital anomaly. 

2. It may be either uni- or bi-lateral. 

3. If uni-lateral, the uterus is pushed over to the opposite side, 
and the relations of the tube, ovary, and round ligament are 
altered. 

4, A fluctuating tumour in Douglas’s pouch or in the parametrium 
may be an intra-ligamentary bladder. 

5. In this condition the relations of the ureters are altered, gener- 
ally being much further removed laterally from the vagina than is 
usually the case. 

6. The peritoneum in such cases reaches very deeply into the pelvis 
in front of the bladder, so that a supra-pubic operation cannot be 
performed without opening the peritoneum. 

My attention was first called to this condition by hearing of a 
case in which it was found to exist during an operation for fibro- 
myoma by Dr. T. A. Helme, at the Northern Hospital, Manchester. 


(See “‘ Select Clinical Reports,” No. V, in the present number of the 
JOURNAL.) 


*Read before the North of England Obstetrical and Gynecological Society, 
October 18th, 1907. 


1. Monats. fiir Geburts. und Gyndkol., Bd. xxii, Ht. 5. See abstract in this 
JournaL, March 1906, p. 227. 
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Up to the present time I believe that, in all the published cases, 
the condition has been discovered either on the operation table or 
post mortem. In the case Iam about to describe there were symptoms 
and physical signs which suggested the presence of this anomaly, and 
which gave rise to a suspicion so strong that we put it to the test of 
inspection by opening the abdomen. Finding our belief to be 
correct, we attempted to remedy the condition, and were rewarded by 
a considerable measure of success. 

Miss M., a young lady aged 28, was for a considerable time under 
the care of Dr. Fryer of Urmston, complaining of frequency of mic- 
turition accompanied by very pronounced neurasthenia. She stated 
that she had been quite well up to the appearance of the menses, but 
from that time onwards she had found it necessary to pass water with 
increasing frequency. For the last five years, whenever one or two 
ounces of urine had accumulated in the bladder there was intense 
pain in the left iliac region and hip. This frequent necessity for 
micturition had interfered with her occupations and her pleasures 
year after year, until gradually it had worn out her nervous system 
and reduced her to a miserable condition. She had had to give up 
her situation and was indeed in a deplorable state. Dr. Fryer 
devoted much time and care to the case. He could detect no abnor- 
mality of the urine. There was no indication of the presence of any 
infective condition. The usual sedatives had little or no effect. 
Examination of the bladder and urethra by the usual methods re- 
vealed no disease. It was impossible to decide how great was the 
part played by the neurotic element in the case. The statements 
that the onset of the bladder trouble coincided with that of menstrua- 
tion, and that the nervous symptoms, absent at first, had developed 
gradually, suggested to Dr. Fryer that the changes occurring at 
puberty might have determined, in an anomalous subject, some 
definite mechanical bladder irritant. He therefore asked me to 
examine the pelvic organs with him. We found that the uterus 
could not be retroverted, that it was more definitely fixed to the 
bladder than usual, and that the fundus, though but moderately 
anteflexed, seemed to dip into the posterior wall of the bladder. The 
patient begged us to make an attempt to relieve her, and after full 
consideration we determined to do so. She was admitted to the 
Northern Hospital, Manchester, and we opened the abdomen in the 
Trendelenburg position, on November 28th, 1906. Having a good 
view of the pelvic organs we slowly injected fluid into the bladder. 
It was then seen that there was no utero-vesical pouch. The peri- 
toneum covered merely the fundus of the uterus, and adhered to it 
in front down to a line joining the Fallopian tubes. Then it was 
reflected on to the bladder, which thus reached the upper limit of the 
broad ligaments in the middle line, and extended into them on each 
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side. When about four fluid ounces of urine had entered the 
bladder, that organ rose above the fundus uteri, which was then 
tucked or tilted forward into the back of the bladder. A transverse 
incision about three inches long was made through the peritoneum 
about an inch and a half in front of its reflexion from the fundus. 
The peritoneum was then separated from the bladder behind and in 
front of the incision, and the bladder was separated from the uterus 
down to the level of the os internum. The incision in the peritoneum - 
was then closed from side to side so as to leave the line of union 
running from back to front instead of transversely. This drew the 
round ligaments inward in some degree, but it freed the uterus from 
the bladder by creating a good utero-vesical pouch lined with peri- 
toneum. As the fundus still pressed somewhat unduly into the back 
of the bladder its anterior aspect was lightly united to the parietal 
peritoneum at the lower angle of the abdominal wound, with the 
object of preventing the uterus from pressing into the bladder. The 
abdominal wound was then closed. 

The patient made a good recovery, and for some time passed urine 
at ordinary intervals, as the bladder soon became able to hold several 
ounces of urine. Subsequently there was a great improvement in her 
general health, though the bladder was sometimes troublesome. 

Dr. Fryer wrote to me, on the 12th of October, 1907, as follows :— 
“She has undoubtedly much benefited by the operation, but suffers 
at times from irritable bladder. In my opinion this is chiefly 
neurasthenic and is quite amenable to treatment. She looks very 
much better in every way.” 

I saw her on the 17th October, 1907, and so far as I could judge, 
the pelvic organs were in a very satisfactory condition, the uterus 
being larger, firmer and straighter than before the operation. She 
has gained weight and strength. She gets up to pass urine once or 
twice in the night, and finds that when she is asleep the bladder 
holds quite a large quantity of urine. During the day, however, she 
sometimes passes water almost every hour. She informed me that 
menstruation, which previous to the operation was very irregular and 
scanty, has now become quite regular and comparatively profuse. 
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V. 


Two Cases of “Intraligamentary” Bladder. 


By T. Arruur M.D., F.R.S, (Edin.), M.R.C.P., 
Hon. Physician for Women to the Northern Hospital, Manchester. 


AtrHovucsH the condition known as “ intraligamentary” bladder must 
be rare, the notes of two cases, which have occurred in my practice, 
may be of interest, inasmuch as the one gave rise to operative difficul- 
ties and the other to unusual clinical manifestations. 


CasE1. Abdominal Hysterectomy for Carcinoma of the Cerviz Uteri : 
“intraligamentary” bladder. 


(For the notes of this case I am largely indebted to Dr. Leigh, formerly 
House-Surgeon to the Hospital.) 


Mrs. C., aged 55, was admitted to the Northern Hospital, Man- 
chester, complaining of pain in the right iliac region and bleeding 
from the vagina. 

Her family history is good, both parents being alive and well, 
and of her nine brothers and sisters all are living. 

Although she had never considered herself strong, she had had no 
special ailments except indigestion. 

She was married at the age of 20, and had had 14 pregnancies, of 
which ten went to term and 4 ended in miscarriage. On one occasion 
she had had twins. Her first delivery took place 34 years ago; her 
last 17 years ago. Her menstruation used to be of the 21 days’ type, 
and was unaccompanied with pain. There was no history of any 
troubles of micturition. 

About nine months previously patient had lifted a bed, and 
thereafter had experienced some pain in the right iliac region; this 
was followed by bleeding from the vagina: since that time there 
had been intermittent attacks of hemorrhage (vaginal). 

On vaginal examination the cervix was found to present no ab- 
normal appearance to the eye, but on passing the sound into the canal 
a “crater-like” erosion was felt, the cavity was widened, and its walls 
were irregular and friable, bleeding readily. The urine was ex- 
amined and found to be acid and free from albumen. The diagnosis 
was carcinoma. 

Abdominal hysterectomy was performed on May 22nd, 1906, the 
patient being in the Trendelenburg position. An abdominal mesial 
incision was made, and on opening the peritoneal cavity it was at 
once noticed that the usual uterovesical pouch of peritoneum was 
“conspicuous by its absence.” The parietal peritoneum descended 
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behind and in contact with the pubic arch, and was reflected on to the 
bladder, forming a definite pubo vesical pouch: after coursing up- 
wards along the anterior surface of the bladder, which was in close 
apposition with the uterus, it passed almost directly backwards on to 
the fundus of the uterus, with a slight dip, indicating where the 
uterovesical pouch is usually found. 

The round ligaments and the infundibulo-pelvic ligaments were 
ligatured and divided separately and consecutively on each side; the 
broad ligaments were opened out so as to locate the uterus; they were 
normal in appearance, but it was noted that they were much higher 
up than usual, especially that of the right side. 

The bladder, the greater portion of which lay within the folds of 
the right broad ligament, was separated from the uterus and upper 
part of the vagina, and the uterine arteries were exposed and liga- 
tured internal to the ureters: much inconvenience was experienced 
at this stage owing to the bladder constantly slipping down upon the 
field of operation, the large Fritsch retractor failing to keep it out of 
the way. With considerable difficulty the vagina was opened and 
the uterus excised. 

Following my usual practice, I brought the edges of the vaginal 
incision together, and the vaginal roof was carefully and completely 
closed: there was considerable oozing from the base of the bladder, 
necessitating the introduction of several buried sutures, this was done 
with much inconvenience, owing to the difficulty I experienced in 
keeping the parts in view, the body of the bladder blocking the way. 
Finally the peritoneal edges were co-apted and the abdominal in- 
cision was closed. 

The operation, which was performed in the forenoon, was difficult 
and tedious owing to the stoutness of the patient, the thickness of the 
abdominal wall and the dislocation of the bladder. 

At 10 p.m., 5 fluid ounces of clear urine were drawn from the 
bladder by catheter: the patient was fairly comfortable. Pulse 98; 
temperature 100°2°; morphia was given hypodermically. On the 
following day (May 23rd) no urine was passed, nor did any escape 
when the catheter was introduced; the patient was fairly well and 
comfortable. Pulse 120, temperature varying between 99°2° and 
100°8°. 

On the day following, as no urine again escaped and the pulse was 
becoming more rapid (130), it was decided to re-open the abdomen. 
Both ureters were found to be distended, the left slightly, the right 
to about half an inch in diameter. With much difficulty the sutures 
in the pelvic floor and about the base of the bladder were cut through 
and the whole wound was re-opened. In doing this, the left ureter 
was divided. The patient’s condition being such that it was not 
advisable to prolong the operation, the end of the divided ureter was 
simply implanted into the vaginal roof. The patient was much col- 
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lapsed but urine passed freely into the bladder, it was very acid and 
there was a suspicion of albumen; in the evening the pulse was 146 
and temperature 99°4°, but on the following day the temperature fell 
to subnormal while the pulse rate rose to 150; the patient lingered 
until May 29th, when she died, apparently from exhaustion. 


Nore.—Owing to the malposition of the bladder the operation was 
rendered more difficult than usual, and it is evident that the suturing 
of the vaginal roof and the use of ligatures to check the bleeding 
from the base of the bladder were the cause of the occlusion of the 
ureters, to which the abnormal course followed by them contributed. 
The fact that five fluid ounces of urine passed into the bladder in the 
ten hours immediately following the operation seems to indicate that 
the occlusion became complete some time subsequent to the operation. 


Case 11. “Intraligamentary” Bladder forming a Cystic Tumour in 
the Pouch of Douglas and protruding through the vulvar orifice. 


The patient, Mrs. C., aged 35, was seen by me in consultation with 
Dr. Fletcher Boycott, of Great Ancoats Street and Northenden. She 
was pregnant about 3 to 4 months, and had sent for Dr. Boycott 
because of retention of urine; on examination Dr. Boycott found a 
swelling protruding through the vulva and he asked me to see her 
with him. 

On examination I found a tense cystic swelling protruding 
through the vulva, the part outside being about equal in size to a 
full-time child’s head: it was hard, tense and shiny; its posterior 
surface could be traced and seen to be continuous with the posterior 
vaginal wall where it joined the perineum (7.e., the posterior vaginal 
wall was everted); the anterior surface of the swelling lay behind 
the vestibule in contact with the anterior vaginal wall; owing to the 
swelling completely filling and distending the vaginal outlet, the 
finger could only, with difficulty, be introduced along the vaginal 
canal in front of the tumour. 

The abdomen was somewhat distended, and one could make out a 
cystic swelling above the pubes. 

I passed a catheter into the bladder and drew off about 20 fluid 
ounces of urine, and with the escape of this the abdominal tumour 
disappeared, but there was little or no apparent change in the 
swelling, which protruded through the vulva: the patient was now 
anesthetized and, on trying to force the fingers into the vagina, con- 
siderable pressure was exercised upon the tumour, with the result 
that urine was forcibly and unexpectedly ejected through the urethra 
(completely saturating my shirt sleeve!). This was repeated and, by 
continuing the pressure on the vulvar swelling, about 50 additional 
fluid ounces of urine were expelled. As the swelling became more 
flaccid, it was possible to make out that it was a swelling in the 
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pouch of Douglas, which had pushed the posterior vaginal wall in 
front of it. At the same time the pregnant uterus was found to be 
retroflexed, lying above and independent of the large cystic swelling 
which communicated with the portion of the bladder above the 
uterus. As this swelling emptied it could be felt passing to the right 
of the pregnant uterus. 

It appeared at the time that the retroflexed uterus had, as it were, 
divided the bladder into two parts, but, at the time, it was difficult 
to explain how, except on the supposition that there was some 
anatomical peculiarity of the bladder—some malformation. 


Norr.—Although the condition was not verified by operation, I 
am satisfied that the only explanation is that we had to deal here 
with an “ intraligamentary ” bladder, which occupied the right broad 
ligament; the retroflexed gravid uterus in its growth must have 
pushed the lower part of the bladder into the pouch of Douglas and 
driven it on further and further, until, carrying the posterior vaginal 


wall with it, the lower portion of the bladder protruded through the 
vulvar opening. 


As this case occurred four years ago, I have, for the purposes of 
this paper, communicated with Dr. Fletcher Boycott, who has kindly 
given me the opportunity of examining his patient. Dr. Boycott 
informs me that, at the time, my diagnosis was a “ malformed and 
misplaced bladder which had been cut into two by the retroflexed 
gravid uterus”; he further informs me that the same trouble recurred 
with the next pregnancy, but that he was able to put matters right 
by using the catheter. 

On examination of the patient (November 14th, 1907) I find the 
uterus to be retroflexed, but there is no palpable indication of any- 
thing abnormal about the bladder; the catheter was not passed. At 
some future date I shall probably have an opportunity of examining 
this patient again under anesthesia, when it will be of interest care- 
fully to examine the bladder. The patient informs me that she has 
never had any trouble with her bladder except during the two 
pregnancies. 


The points of special interest in these two cases are :— 

1. That in neither case did the “intraligamentary ” bladder give 
rise to inconvenience, and that in the second case it did not give rise 
to any symptoms whatever except during pregnancy. 

2. That the uterus in both cases was normally developed, and 
that both women bore children. 

3. That operative difficulties arose in the first case. 

4. That in the second case a cystic tumour was found, consisting 
of the “ intraligamentary ” bladder, this tumour occupying the pouch 
of Douglas and protruding through the vulvar orifice. 
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Fairbairn: Salpingitis 


Vi. 


A Case of Acute Purulent Salpingitis in which the 


signs markedly simulated those of Ruptured 
Ectopic Pregnancy. 


By Joun S. Farrparrn, M.A., M.B., B.Ch. (Oxon.), 


Obstetric Physician with charge of Out-patients, St. Thomas’s 
Hospital, London. 


Captain Letcester recorded recently in these pages* two 
cases of ectopic gestation, in which the signs were very difficult of 
interpretation, and it has occurred to me that, as the following case 
presented difficulties in the opposite direction, it may be worth while 
to give some short notes of it. 

The patient was an unmarried girl of 23, who was brought to 
St. Thomas’s Hospital by the police, having been found in a fainting 
condition in the street. She quickly recovered from this, and on her 
admission was quite conscious, and able to give a history of her ill- 
ness. Having previously been regular she had missed her last period, 
which should have occurred three weeks ago. By the patient’s own 
admission there was reason to think that the cause of this was purely 
physiological. For six days she had had pains in the hypogastric 
region, and a hemorrhagic vaginal discharge, and on the night of her 
admission, while walking in the street, she had been seized with an 
unusually severe attack of pain and had fainted. When seen by me 
about an hour after her admission, she did not present the appearance 
of a patient suffering from severe internal bleeding. There was no 
marked pallor, and the pulse was of fair volume and strength, and 
was beating 108 to the minute. The temperature was 99°6°. The 
abdomen was slightly distended, but nothing could be felt on palpa- 
tion, and there was no dulness on percussion. There was present, 
however, a sign which is generally considered very distinctive of 
tubal bleeding, viz., marked abdominal tenderness just above the 
pelvic brim. Nothing could be felt on bimanual examination. The 
clinical history, with the supra-pubic tenderness, pointed so strongly 
to the probability of a leaking tube, that I decided to operate at 
once. No blood was seen on opening the abdomen, but the small 
intestine was noted to be injected, and on passing the hand into the 
pelvis a little fluid, apparently pus, was seen, but so little that for the 
moment this was not certain. On exploring the pelvis the uterine 
appendages of both sides felt quite normal, but on bringing the tube 
of the left side into the wound for inspection, pus was seen to be 

* Two Cases of Early Ectopic Gestation, with some unusually misleading symptoms, 
September number, p. 220. 
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dropping from its fimbriated end. The tube was quite soft and 
pliable, but the fimbrie were edematous and deeply injected. The 
tube was, therefore, removed, a wedge-shaped incision being made 
into the uterine cornu in order to remove the uterine end; this was 
then completely closed by sutures. On bringing up the right tube 
an exactly similar condition was found and treated in the same way. 
Both ovaries were left. The pelvis was then sponged dry, as small 
quantities of pus were found in the lower part, and the abdomen was 
closed without drainage. Except for a slight stitch suppuration in 
the lower angle of the wound, the subsequent progress was entirely 
satisfactory. The temperature never reached 100°, and the patient 
left the hospital within three weeks. 

On examining the tubes afterwards, they were found to be with- 
out adhesions; they were soft and pliable, and there was no thickening 
of the walls. The mucosa was slightly swollen and cdematous. 
Both contained some thick creamy pus. Smears and cultures of the 
pus were taken, and were examined by Dr. Dudgeon in the clinical 
laboratory. He reported that the smears showed large numbers of 
pus cells, but no micro-organisms, and that the cultures remained 
sterile. While the patient was in hospital the hemorrhagic vaginal 
discharge ceased, and instead a profuse purulent discharge was pre- 
sent for a few days. This also was examined, but no gonococci were 
found in films or cultures. 


The case is certainly most instructive in that so many of the 
cardinal symptoms of ruptured ectopic gestation were present. The 
patient, having run the risk of pregnancy, was three weeks over her 
time for menstruation, and had had attacks of abdominal pain with 
metrorrhagia, culminating in a fainting attack. The one thing 
missing is the one least often obtained, the history of the passage of 
a decidual cast. When first brought to the hospital by the police, that 
is, shortly after the fainting attack, her appearance was much more 
like that of a ruptured ectopic gestation than when I saw her later. 
She had by that time recovered considerably, so that it was evident 
that she was not still bleeding. I placed considerable reliance on the 
supra-pubic tenderness, and, I think, there is no question that the 
safest course was to explore. 

In spite of the negative bacteriological examination, it appears to 
me that the most likely explanation of the case is that an endometritis 
of mixed gonorrheal and pyogenic origin had been the starting 
point of the salpingitis, and that the metrorrhagia was due to the 
endometritis. The attacks of abdominal pain were evidently caused 
by the spread of the infection to the fimbriated end, and in all 
seca the acute attack which caused fainting represented the 

ripping of pus into the peritoneal agi Happily the infective 
properties of the pus were of a very low order, as shown by the trifling 
reaction it caused in the peritoneum and by the fact that cultures 
taken from the pus in the tube proved sterile. 
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Fairbairn: Ruptured Tubal Gestation 


VEL. 


Rupture of an Early Tubal Gestation Causing Death 
within a few hours.* 


By J. 8S. Farrparrn, M.A., M.B., B.Ch. (Oxon.), 


AtTHoUGH this specimen has in itself no special interest, the clinical 
history of the case from which it was obtained seems worthy of 
record. 

The specimen consists of a recently-pregnant Fallopian tube, 
showing a rupture of rather less than an inch in length. The rent 
has occurred in the upper and posterior aspect of the tube, about mid- 
way between the uterine and free ends. Here the tube has been dis- 
tended by the growing ovum, and its walls are much thinned, and its 
inner surface shows some rough tags where the ovum was attached, 
but the ovum itself is not present, and indeed was not seen when the 
specimen was obtained, as it probably escaped through the rent, and 
was lost in the large amount of blood and clot which filled the 
abdomen and pelvis. It was obtained by Dr. Daniel, of Epsom, at a 
post mortem examination made three days after death, and it is to 
Dr. Daniel that I am indebted for the particulars of the case. 


The patient was a woman of 36, who had been married 6 years, 
and had had one pregnancy, which ended in a miscarriage at the 
third month, in October 1906. The medical man who attended her 
at the time noticed nothing unusual, but the recovery from it was 
slow; she continued to lose blood for about 3 weeks, was well for one 
week, again became slightly unwell for another week, and then had a 
rather severe flooding, which lasted for about a week, after which she 
was quite well and regular. The periods had always been regular, 
and it was an unusual thing for her to be even a day or two out of 
her reckoning. At the time of her fatal illness she was only one day 
over her time, but she felt sure she was three weeks pregnant, because 
she had felt for three weeks exactly as she had previously when 
pregnant. On the day of her fatal attack, she had come to Epsom on 
a visit to her sister-in-law, and was in perfect health except that she 
had had for a few days symptoms of what she thought was “ indiges- 
tion.” She had an ordinary meat lunch, and at four o’clock had gone 
upstairs, and was preparing to return home when she felt some gastric 


*Report of remarks on showing specimen at the meeting of the Obstetrical and 
Gynecological Section of the Royal Society of Medicine, London, November 14th, 1907 
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discomfort and pain, and lay down on a couch for a time, shortly 
afterwards vomiting some partly digested food. About half an hour 
later she had diarrhea and fainted. She was then (about six p.m.) 
carried to bed, and was seen by a friend, a retired medical man, who was 
in the house at thetime. He found her pale and cold, and complaining 
of gastric pain, and, as this, with the vomiting and diarrhea, pointed 
to some gastro-intestinal irritation, her condition was naturally 
ascribed to something eaten at luncheon, and she was treated by the 
administration of hot brandy and water, and by the application of hot 
flannels to the abdomen and hot bottles to the feet. For a time she 
showed some slight improvement, and her friends did not feel alarmed 
about her. Her sister-in-law said that she considered her very pale— 
“as pale as people generally are when they faint,”—but that she had 
seen her as pale as this before, and she had seen other people as pale. 
It is evident that at this stage the symptoms were not such as to 
alarm her relatives or the medical friend who saw her, and as he had 
but recently retired from practice, and when in practice was con- 
sidered to be rather overcautious and overanxious, it may be taken 
that up to this point there was nothing in the patient’s condition to 
suggest the gravity of the case. The first really ominous signs ap- 
peared only within an hour of death. She suddenly became colder at 
the extremities, and this, in spite of the constant application of hot 
bottles, increased, and the pulse at the wrist almost disappeared. It 
now became evident that some serious internal hemorrhage was 
taking place, and Dr. Daniel was summoned. Meantime an ounce of 
brandy was given in teaspoonfuls, with some temporary improvement 
in the pulse. The patient was extremely pale and conscious, but re- 
quired rousing to answer questions, and became restless and dyspneic. 
Hot injections of beef-tea into the rectum were tried, but she rapidly 
became collapsed, and died soon after ten p.m., about six hours after 
the first symptoms, and a few minutes before Dr. Daniel’s arrival. 
There was no hemorrhage from the vagina. 

At the autopsy, the abdominal cavity was found full of blood, 
mainly in the lower part and in the pelvis. The source of the 
hemorrhage was found to be the ruptured left Fallopian tube. The 
uterus was not perceptibly enlarged. A complete examination was 
not made, as permission was only given for a partial one. 


All cases of rapidly fatal result from a ruptured ectopic gestation 
are of interest, for they are not of common occurrence, and this one is 
of especial interest in that the gestation was a very early one—the 
patient was only a day over her time, and she herself only estimated 
her pregnancy as of some three weeks’ duration,—and that the 
symptoms, which only appeared some six hours before death, were at 
first very misleading, and indeed only within an hour or so of the 
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end, pointed definitely to internal hemorrhage. Beginning as they 
did with epigastric pain, vomiting and diarrhea, there was at first 
nothing to lead to a diagnosis of more than gastro-intestinal irritation 
with faintness, till the persistent pallor and coldness of the extremi- 
ties, and the progressive feebleness of the pulse, made it evident that 
a more serious cause was present. | Even the diagnosis of tubal 
rupture was difficult, as the history of preceding “ indigestion,” and 
the site of the pain with the other gastro-intestinal symptoms pointed 
rather to the possibility of the hemorrhage being gastric or duodenal. 
Probably at first there was only a slight leakage, causing the pain, 
sickness and faintness, and only when the patient had begun to rally 
from the shock of this did the really serious hemorrhage commence. 


In face of a tragedy of this kind, one cannot but feel how un- 
fortunate it was that the early signs were indefinite, and that the 
opportunity of immediate operation was lost. The history makes one 
realize the difficulties in private practice of treating successfully 
these cases of cataclysmic intraperitoneal flooding, unless the signs 
are manifest early in the attack. The time allowed for making a 
diagnosis, obtaining help, and making preparations for a major 
operation, is so short that it is doubtful whether in a case like this, in 
which the signs and symptoms were at first unrecognizable, and which 
so quickly ran its fatal course, life could have been saved. Though 
rare, cases of the kind every now and then come to our notice. Per- 
sonally, I can recall two such, in both of which, after what was 
thought to be an ordinary miscarriage, the patient left home to re- 
cruit, and died within a few hours of the onset of the collapse. In 
one case, the collapse occurred on the night of the patient’s arrival in 
a country town, and death took place shortly after the surgeon arrived 
in readiness to operate; in the other the collapse occurred in a 
London hotel, where the patient was staying on her way to Wales, 
and death followed within two hours, and before any opportunity of 
surgical interference was possible. In both these cases the cause of 
death was verified by a post mortem examination, and in neither 
was the pregnancy advanced more than two months. 

In the early weeks an intact tubal pregnancy gives no warning of 
its presence, and it is not easy to see how a diagnosis can be made 
before bleeding into the ovum or leakage into the peritoneal cavity 
(either from the fimbriated end or from a small rupture) gives defi- 
nite symptoms and signs of intra-peritoneal mischief. When an 
extensive and sudden rupture with intraperitoneal flooding occurs 
without previous leakage, there are no premonitory physical signs, and 
the symptoms are so trifling that there is really no warning till the 
collapse and shock indicate a serious internal hemorrhage. Nor on 
examination of the rupture afterwards is it easy to understand what 
determines the amount of hemorrhage and why in certain rare cases 
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a rapidly fatal bleeding should occur. Anatomically there is little 
to explain the differences in the result, so that it may be that the time 
at which faintness occurs may favour thrombosis in the bleeding 
vessels or that the blocking of the rupture by the ovum may act as a 
check. In a case like this where the ovum escaped through the rent 
any plugging action which it might have exercised would be lost. It is 
only by the publication of accurate and detailed records of the 
clinical history of these cases, and by their careful analysis, that we 
can learn enough to enable us to warn a patient of the danger of her 
condition, and be prepared to meet it as soon as a positive diagnosis 
can be made. 
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Blood Platelets 


REVIEW OF CURRENT LITERATURE. 


Blood Platelets, during Pregnancy, Labour, the Puerperium and 
Menstruation, and in the Newly Born. 

Resaupi (S.). Amer. Journ. Obstet., 1907. Vol. lvi., p. 475.—The number of 
blood platelets increases during pregnancy, but is liable to considerable variations ; 
they begin to increase about the fourth month, and, at term, number about a million 
to the cubic millimetre. The platelets exhibit marked cohesive properties, being 
found in groups of from thirty to forty. Considerable variations are found during 
the three days which follow parturition. Subsequently they diminish in number, and 
do not show such marked power of cohesion. There is a similar high tide of platelets 
before menstruation begins. In the new-born infant the number of platelets may be 
as high as a million per ccm. a few hours after birth, but they diminish rapidly, and 
after a few fluctuations, fall to about a hundred thousand per ccm. by the end of the 
first week. The author considers that platelets originate from red blood-corpuscles, 
and represent a retrograde physiological condition of those elements. The viscosity 
of the platelets appears to vary inversely with their size, and the coagulative power 
of the blood appears to depend upon the size of the platelets more than upon their 
actual number. C. Nepean LoncRIpcE. 


Suppurative Lesions in the Membranes of the Ovum. 

FRrvuHINSHOLZ. Annales de Gynécol. et d’Obstét., October, 1907.—The case was 
that of a secundipara aged 29, whose last pregnancy had gone to the 4th month, but 
with frequent losses of blood per vaginam. Abortion occurred soon after her ad- 
mission to the hospital, and a macerated foetus came away, weighing 720 grammes. 
Very careful examination of the placenta and membranes disclosed a definite layer of 
pus between the chorion and decidua. The placenta itself appeared normal. Bacterio- 
logical examination revealed a considerable number of encapsuled diplococci, probably 
pneumocci. Fruhinsholz remarks on the rarity of this condition, and surmises that 
there had been an infection of the uterine cavity previous to the implantation of the 
ovum, or that the infection had taken place from below when the ovum was in situ. 

It is curious that the organism found was the pneumococcus; Hergott and Schuhl 
have, however, reported a case of post-partum infection due to the same micro- 
organism. Fruhinsholtz suggests that microbic infection of the decidua, with or 
without the definite formation of pus, may be the cause of abortion in similar cases, 
and quotes observations of other authors in support of his views. 

C. Husert Roserts. 


Intra-uterine Disappearance of the Ovum. 

Franxet (L.). Zentralb. f. Gyndkol., 1907. No. 28.—A report of a case analogous 
to one recently reported by Polano (Zeitschr. f. Geburts. u. Gyndkol., Bd. 1xix., 
Ht. 3). A multipara, of 29 years of age, from whom both adnexa were removed on 
account of cystic degeneration, proved at the time of the operation to be undoubtedly 
pregnant, but the pregnancy disappeared without any abortion. 

Frankel has repeatedly observed the same thing happen in rabbits after the re- 
moval of the ovaries or corpora lutea during pregnancy, and has confirmed the facts 
by section. 


457 


458 Journal of Obstetrics and Gynecology 


Hyperemesis Gravidarum. 

Freunp. Deutsche m. Wchnschr., 1907. No. 40.—The cause of this pathological 
condition, is an increased excitability brought about by the pregnancy. This increased 
excitability is produced by the liberation of an internal secretion, or by a poison 
formed in the placenta, or, according to some, the intestinal canal. Freund believes that 
there are many predisposing causes, such as congenital or acquired variations in the 
form and shape of the stomach. Chlorosis and anemia are, according to him, not 
sufficiently recognized as predisposing to the condition. He draws special attention, 
however, to swelling and hypertrophy of the turbinate bones of the nose, which he 
says is present in 66 per cent. of pregnancies. This predisposes nervous women 
markedly to choking and vomiting. Many other causes are mentioned. 

The treatment recommended consists of rest and diet, and attention to peripheral 
sources of irritation. The stomach should have absolute rest, without fluid or food, 
for 24 hours, at least. Rectal feeding should be persisted in, and the particular 
method recommended is fully described. E. Scorr CaRMICHAEL. 


Bossi’s Dilatation, Dihrssen’s vaginal and the classical Cesarean 
section. 
KeyseRLIncK (R. Baron), Reval. Zentralb. f. Gyndkol., 1907. No. 24.—Keyser- 
linck advocates immediate delivery in eclampsia, and employs Bossi’s method of 
dilating the cervix or Dihrssen’s vaginal Cesarean section according to the conditions 
of the case. In multipare with cicatrices in the cervix, and in elderly primipare 
with rigid soft parts, Bossi’s instrument is to be avoided, but in general it is to be 
preferred, in private practice, to Diihrssen’s operation, and the latter for cases in 
hospital. He gives 9 illustrative cases, 6 delivered by Bossi, 2 by Diihrssen, and 1 
by the classical Cesarean section. 


Gangrene and Eclampsia. 

Reep (Cuarzes B.). Surgery, Gynecology and Obstetrics, September 1907.—Gan- 
grene, in association with eclampsia, is a very rare phenomenon. Reed reports 4 
cases as being of exceptional interest, because they might easily have been confused 
with burns, to the discredit of the attending physician. 

In the first case, hot-water bottles wrapped in towels were laid outside the sheet 
which covered the limb. The patient was unconscious for 3 days, but the artificial 
heat was only employed for 6 hours. Eight hours after delivery the nurse drew the 
doctor’s attention to the condition of the legs, as she thought they had been burned. 
There was first whiteness in the part, which passed into superficial pink, and then 
reddened like a sunburn; the redness lasted for a day or so, and the tissues then 
began to break down. This happened at each point where the hot-water bag had 
lain against the flesh. The largest place was on the outer side of the left thigh, and 
was 3X10 inches in area; it was deep enough to expose the muscles. Another spot, 
4 inches in diameter, appeared over the head of the tibia, and extended so deeply 
that the bone was exposed and denuded of periosteum. It was 6 months before the 
sores were all healed. 

In the second case, hot bricks had been used, each one tested on the nurse’s face 
before application. In this case, the lesions were not so extensive, but the muscle 
was exposed for 8 inches by 3. The patient was well enough to leave the hospital 
in six weeks. 

In the third case, hot packs had been used, the patient lying with her left hand 
under her back and her left foot crossed over the right. The tissues broke down over 
the sacrum where the hand had pressed, and at the point of contact between the 
ankles. The tendons of the right foot were exposed, and deep suppuration finally 
made amputation of the foot necessary. 
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In the fourth case an ulcer formed in the right cornea, an abscess on the outer 
border of the right foot, and, later, one in the calf which required incision. A deep 
ulcer also formed on the back of the foot. Four months were required for healing. 
It is not stated that heat had been applied in this case. This case and the preceding 
one were reported by Gutbrod in the Zeitschrift fiir Geburtshilfe und Gyndkologie. 

Reed maintains that the lesions in these cases were not burns. The sequence of 
clinical symptoms were not those seen after a burn of any degree, so that heat alone 
was evidently not responsible for the condition; neither was the pressure alone, as 
there was no necrosis at points where the body came in contact with the bed. He 
concludes that the pressure and the heat must be associated with a third something 
furnished by the patient herself. 

The primary pallor of the tissues would indicate an interference with the circula- 
tion, such as might be caused by an embolus or spasmodic contraction of the vascular 
muscles, or possibly by a retardation in the blood current from weakness of the 
circulation generally or from local changes in the blood-vessels, especially in the 
presence of trauma. None of these hypotheses seems entirely satisfactory, and, in 
Reed’s opinion, the most plausible solution lies in the presence of a chemical irritant 
in the blood, which so alters the blood itself that a breakdown of the tissues readily 
occurs in the presence of a determining factor. Analogous cases may be seen in other 
diseases, notably in diabetic conditions where slight inflammation may end in moist 
gangrene. 

It seems highly probable that a chemical irritant, with approximately the same 
formula, may be found in the blood of diabetic and eclamptic patients. In diabetes 
mellitus, acetone or diacetic acid is an important factor, and it has been shown by 
Max Stolz that there is an increased acetonuria during labour, especially in primi- 
pare, which is greatly intensified during the first three days of the puerperium. 

Rosert JARDINE. 


Osteomalacia, its Pathology and Treatment. 

Seticmann (L.), Hamburg. Archiv Gyndkol. Bd. 1xxxii., p. 333.—An account 
of four cases of osteomalacia: two were of the ovarian type of the disease in which 
the pelvic bones are primarily affected and were successfully treated by castration, 
tonics and extension. The other two cases were of the marasmic type in which the 
osteomalacic changes first attack the extremities. On one of these patients double 
ovariotomy was performed without any beneficial effect; both patients died, the im- 
mediate cause of death being double pneumonia in one case and pyelonephritis in the 
other. Seligmann, for the ovarian type, advises castration, with odphorin for 
patients who have not passed the climacterium; also extension, which, in his two 
successful cases, gave excellent results, increasing the body length 18 and 8 inches 
respectively. He suggests that the treatment of the ovarian type with the serum of 
castrated female animals might prove successful, as he considers this variety to be 
due to hypersecretion of the ovaries. HT. H: 


Osteomalacia. 

v. Vewits (D.), Pressburg. Zentralb. f. Gyndkol., 1907. No. 29.—The author, 
following Bossi’s example, a detailed account of which has appeared in this JourNaL 
(May, 1907, pp. 432—4), tested adrenalin (0°5cmm. of a 1 °/,, solution), in two 
severe cases of osteomalacia. The pains in the bones were relieved, but both patients 
suffered from fever and alarming heart symptoms, which compelled him to abandon 
the treatment. 


Nev, Heidelberg. Zentralb. f Gyndkol., 1907. No. 38.—The author considers that 
v. Velits’s cases show that the doses of adrenalin recommended by Bossi are too large, 
and advises not more than 0°l mg., or at the very most 0°3mg., at shorter intervals ; 
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1:0 mg. or even 05mg. are dangerous under any circumstances. The danger lies in 
the collateral effect of the drug on the heart, and if tuberculosis coexist with the 


osteomalacia, upon the lungs. If the woman be pregnant there is the risk of abortion 
also. 


Tanturri (D.). Zentralb. f. Gyndkol., 1907. No. 34.—The author treated a 
severe case of osteomalacia in a secundipara aged 26, with similar injections of 
adrenalin, at first once and afterwards twice daily. She had been bedridden and 
unable to move herself for months, and injections of phosphorus in oil had not 


materially benefited her. After six days’ treatment with adrenalin she was, it is 
stated, quite well. 


JEANNIN and Currouian. Soc. d’Obstét. de Paris, Jan. 17th, 1907.—The authors 
showed a case of osteomalacia in a nullipara aged 52. The disease was of six years 
standing, but had only become very bad in the last two years. The pelvis was affected 


in the usual way. The case was advanced as evidence against the hypothesis of the 
ovarian etiology and treatment of the disease. 


Veit. Miinchener m. Wchnschr., 1907. No. 38, 8S. 1,904.—The author recently 
exhibited at the Medical Society at Halle, a virginal patient, 25 years of age, who had 
been osteomalacic since her thirteenth year. She was extremely emaciated, weighing 
only 31 lbs., and in addition to various spontaneous fractures, presented the character- 
istic changes in the pelvis. Veit intended to perform castration. 


Appendicitis and Pregnancy. 
Linpner (H.), Dresden. Archiv f. Gyndkol. Bd. lxxxii., p. 17.—The author 
records five cases of this kind with four deaths. He says that the prognosis is very 
bad when the attack occurs during the later months of pregnancy. In addition to 
the dangers resulting from increased vascularity and increased absorption, the size of the 
uterus constitutes an obstacle to the draining away of the exudation. He considers 
induction of labour too risky to be advocated. If abortion occurs, the retention of 
products in the uterus must be carefully avoided. bo eal MA 


Pyelitis in Pregnancy. 

(StcmunD), Miinchen. Archiv f. Gyndkol. Bd. Ixxxii., p. 485.— 
Mirabeau has examined and treated 10 cases of renal pyelitis in pregnancy, and has 
in every case been able to cystoscope the patient. The fact that the right kidney is 
more frequently attacked than the left, is explained by many authors by its being, 
owing to its position, more liable to be compressed by the gravid uterus. Mirabeau 
concludes that dilatation of the ureters during pregnancy is due not only to compres- 
sion at the linea innominata, but to the pressure exercised by the swollen mucous 
membrane of the bladder of pregnancy on the mouths of the ureters. He thinks that 
one of the reasons why the right kidney is more often affected is its close relation to 
the ascending colon; accumulation of feces in this part of the bowel is common, and 
favours the invasion of bacteria into the right kidney. Experiments on rabbits con- 
firmed this supposition. Infection producing pyelitis may be due to gonococci, pus 
organisms, bacterium coli or tubercle bacilli. Gonococci, which rarely thrive in the 
urinary passages of the non-pregnant woman, have a greater chance of spreading 
when the function of the bladder is disturbed by pregnancy, and the urine often 
becomes neutral or alkaline. Pus cocci may penetrate the kidney either from the 
blood vessels or through the urethra. Catherization of the ureters will show whether 
the pus comes from the kidney or bladder. Infection due to the bacterium coli causes 


sudden symptoms of severe illness, accompanied by pain and high temperature and 
Here the infection is generally brought about by the 
Tuberculous disease is often not noticed until the 


tenderness over the kidney. 
close relationship of the intestines. 
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second half of pregnancy; cystoscopic examination will show ulceration and pus 
round the mouth of the affected ureter; catherization is most painful in this case. 
Mirabeau gives the lines of treatment for each variety of pyelitis, some details of his 
experiments on animals and the history of his 10 cases. HT: BH. 


Hysterectomy for Hemorrhage. 


Waiss (Gzorcr C.). Surgery, Gynaecology and Obstetrics, October 1907.—A report 
of a case of vaginal hysterectomy for uncontrollable uterine hemorrhage during 
pregnancy, due to changes at the placental site. The patient, aged 41, had had 
7 children and 3 miscarriages. Menstruation had been normal, of 5 days’ duration, 
until 4 years ago, when she had an abortion accompanied by infection. After this 
she menstruated profusely for 6 or 7 days. In September 1905, the continuous 
flooding for one day stopped only to start two days later and then cease entirely 
for six weeks. Blood then flowed for two weeks, but there was no history of an 
abortion. From that time up to January 1906, the bleeding continued off and on. 
Dr. Waiss was then called, and found her unconscious from uterine hemorrhage. 
The uterus was large and soft, and the os would admit the little finger. An abortion 
was diagnosed. The vagina was tightly plugged with iodoform gauze and stimulants 
were freely administered. The patient rallied, and next day an attempt was made 
to empty the uterus, but such severe hemorrhage followed the introduction of a 
curette that the attempt had to be given up. That night her temperature rose to 
104°F., and her pulse to 160, and very little hope was entertained of her recovery, 
but she rallied and, on February 8th, the uterus was removed by the vagina. One 
ovary was left. The patient made a slow but steady recovery, and was very well 
one year after the operation. 

Examination of the uterus revealed a large piece of placental tissue adherent to 
the anterior wall. It was not firmly attached and came away with slight traction. 
Microscopic examination of the mass disclosed very little change in the chorionic villi. 
The decidual cells took only a faint stain, and some of them were in a state of 
degeneration. A large number of deeply staining cells were found in the decidua. 
They were mostly round or cubical in shape, with large single or multiple nuclei, 
which took on a very dark stain. In Waiss’s opinion these cells were trophoblasts. 

Examination of the placental part of the uterus showed a number of large blood- 
vessels, the walls of which were undergoing hyaline change. The deeper blood- 
vessels did not show this change. There was an absence of elastic tissue around the 
blood vessels in the uterine wall. A large number of heterogeneous cells were observed 
in the walls of the degenerated vessels, and some of them had penetrated into the 
lumen. Some of these cells were small and round, some larger, polygonal, spindle- 
shaped, large epithelioid, and some of ill-defined shape. A number of multi- 
nuclear giant cells were also seen. In some places the endothelial lining of the vessels 
was replaced by these cells, and in most places where they had penetrated into the 
lumen of the vessel, they appeared in groups surrounded by a layer of fibrin and 
leucocytes. In the non-placental part of the uterus no changes were observed, and no 
decidual tissue could be demonstrated. The glandular epithelium was not altered to 
any extent. The ovary removed was cystic. The tube appeared to be normal. 
Waiss draws attention to the similarity between the trophoblast cells found in the 
decidua and the epithelioid cells found in the walls and also in the lumen of the vessel. 
In some of the sections he was able to trace the cells from the decidua down to the 
blood-vessels. He hardly feels warranted in stating that these cells were foetal and 
not maternal, but the evidence is very strongly in favour of their fcetal origin. The 
cells demonstrated by Robert Meyer in 50 microphotographs of invasion by cells of 
benign chorionepithelium, were of the same hetereogeneous character. Meyer con- 
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cluded that cells found in the walls of the blood-vessels and in the musculosa of the 
uterus were never maternal, but always of epiblastic origin from chorionepitheli 
The paper is illustrated with five plates. Ropert JARDINE. 


Quinine as an Oxytocic. 

Conirzer (L.), Hamburg. Archiv f. Gyndkol. Bd. |xxxii., p. 349.—Conitzer 
gives an account of 50 cases in which quinine was used for improving labour pains. 
It was not effective in every case, but when it did act the pains became stronger, of 
longer duration and more frequent; in some instances a regular storm of pains came 
on without injury to either mother or child. Conitzer thinks that quinine is not in- 
dicated in prolonged labour with an undilated os, for which he recommends rupture 
of the membranes; it is also contraindicated in swelling and bruising of the os; but 
he believes that the use of quinine at the beginning of labour will often make the 
forceps unnecessary. H. T. H. 


Recognition of the Umbilical Cord by Abdominal Palpation. 


Le Lorter. Annales de Gynécol. et d’Obstét., October, 1907.—A report of a case 
in which Le Lorier was surprised to find with what ease he could feel and identify 
the umbilical cord through the uterine wall. The presentation was a vertex incom- 
pletely engaged. On palpating the abdomen a cylindrical swelling was easily felt 
near the fundus. This was at first taken to be the round ligament till pulsation 
proved it to be the cord. Pulsations were synchronous with the foetal heart, and the 
cord was apparently hung round or over a foetal limb. The mother’s abdominal walls 
were very thin. C. Husert Roserts. 


Spontaneous laceration of the Cervix during Abortion and its 
forensic importance. 

Buiomreticu (L.). Berliner k. Wehnschr., 1907. No. 28.—In a young primipara, 
who aborted in the fourth month, under the close observation of Blumreich through- 
out, the posterior half of the vaginal portion was torn away from the vaginal wall. 
He attributed the laceration to excessive rigidity of the parts about the os. Under 
other circumstances suspicion of criminal intervention would certainly have been 
aroused. Similar cases already published are referred to. 


Prolapse of Mucous Coats of the Sigmoid Flexure through a 
Perforation of the Uterus. 

Harrmann (T. A.). Journ. Amer, Med. Assoc., 1907. Vol. xlix., p. 1,187.—The 
patient was admitted to a hospital suffering from the symptoms of incomplete abor- 
tion. The abdominal wall was so fat that it was difficult to estimate the size of the 
uterus bimanually. The os was dilated with a Goodall dilator. A small blunt douche 
curette passed into what was thought to be an enlarged uterine cavity, came into 
contact, with a soft mass which felt as if it were the amniotic sac. The curette 
brought away nothing but liquid blood. A pair of placental forceps was then intro- 
duced, and a fair size piece of what was taken to be decidual tissue extracted; a 
second introduction of the forceps resulted in some more of the same tissue being 
pulled down to the vulva. On careful inspection this was found to be the mucous 
membrane of some part of the intestine. Abdominal section shortly afterwards dis- 
closed a communication between the sigmoid and the fundus uteri, through which the 
mucous membrane had been pulled. An artificial anus was established, but the 
patient did not recover from the operation. C. Nepean Loncripce. 
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Labour complicated by Uterine Myomata. 

Ruseska (W.), Prague. Zentralb. f. Gyndkol., 1907. No. 35.—A report of five 
cases of childbirth, complicated by myomata. In the first case, Rubeska removed the 
myoma by laparotomy after labour had commenced, delivered immediately by 
version and extraction, and only then sutured the field of operation; both mother 
and child survived. The other cases were terminated by Cesarean section, posterior 
colpotomy, morcellement, or enucleation through the internal os. 


Childbirth in Two Cases of Paralytic Dementia. 

Bauer. Miinchener m. Wehnschr., 1907. No. 41.—Both were women of the 
working class, aged 34 and 37 respectively, and the cerebral symptoms in both were 
well marked. The pregnancies were normal. In neither case was the puerperium in 
any way influenced by the general condition of the patient. In one, there was a definite 
history of syphilis 18 years previously; in the other this disease could be excluded. 
Bauer discusses the need of interference in such cases, and concludes that neither 
cerebral nor spinal paralysis precludes the possibility of normal pregnancy and labour ; 
the cases reported support this opinion. E. Scorr CARMICHAEL. 


Abortion induced by Roéntgen Rays. 

FrAnxex (M.). Zentralb. f. Gyndkol., 1907. No. 31.—In a tuberculous young 
woman in the third month of pregnancy, Frankel induced abortion by the influence 
of the Réntgen rays on the ovaries and thyroid gland, the abortion taking place after 
25 applications. From experiments upon animals Frankel confirms the statements of 
Fellner and Neumann that after exposure to the rays degenerative processes can be 
distinctly recognized. ‘lhe statement that the exposure of the thyroid gland to the 
rays has an effect upon the sexual organs he confirmed in three cases of bronchocele 
in which menstruation was re-established by this means. 


The Treatment of Pelvic Contraction at the Clinique Baudelocque 
(1889-1907). 

Pinarp. Annales de Gynécol. et d’Obstét., September, 1907.—In a lengthy paper, 
supported by statistical tables of the utmost value, Pinard reviews the treatment of 
pelvic contraction during the various epochs in the history of operative midwifery, 
and the development of the modern methods of delivery by conservative aseptic 
surgery. The older methods, which so often involved the loss of the child, either by 
the induction of abortion, premature labour, or craniotomy are, he urges, now 
unjustifiable. 

In conclusion, he formulates the following principles :—(1) Never interrupt a 
pregnancy whatever be the variety or extent of the pelvic contraction. (2) Never 
use any intervention during labour which involves any “struggle” (lutte) of the 
foetal head against the osseous resistances of the pelvis, be it at the brim, cavity, or 
outlet. (3) The only obstetric operations suitable for pelvic contraction are :—(a) 
Conservative Cesarean section; (b) enlargement of the pelvis by symphyseotomy, 
pubiotomy, or ischio-pubiotomy; (c) Porro’s operation. These principles differ 
widely from the present English teaching, and the induction of abortion and 
premature labour in severe or milder forms of pelvic contraction must be more fully 
considered before being altogether abandoned. We must, however, admit Pinard’s 
views as regards the loss of infant life resulting from such procedures, and also that 
as a result of civilization, hygiene, and modern puericulture, this question becomes 
one of the gravest importance, for by such means we may be enabled to reduce the 
relative number of contracted pelvis among child-bearing women, and, therefore, the 
number of operations involving the loss of fcetal life will, as time goes on, become 
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less and less, and the conservative treatment of foetal life in difficult labour must in 
the end prevail. In fact, as Pinard points out, puericulture, before procreation, 
during pregnancy, and after delivery, is the true prophylaxis which, in the end, will 
suppress dystocia due to pelvic contraction. C. Huserr Roserts. 


Czsarean Section by Frank’s Method. 

Veit, Halle. Miinchener m. Wchnschr., 1907. No. 32, p. 1,610.—In a pregnant 
woman, brought a considerable distance by rail, the umbilical cord, still pulsating, 
was hanging out of the vulva. Her conjugata vera was little longer than 6cm., and 
as on account of her prolonged labour, the prognosis of normal Cesarean section was 
bad, Veit stitched the peritoneum of the anterior uterine wall, about the level of the 
lower uterine segment, to that of the abdominal wall, and so shut off the celomic 
cavity from that of the uterus. The child was in deep asphyxia, but revived. 
The mother recovered, but not without some fever. On the basis of this case, and 
another successful one, Veit draws attention to the advantages of this method of 
operating, which he admits is still open to improvement. He also insists on the 
vast difference in the clinical importance of the germs which merely induce putridity, 
and those which are virulently septic: in the case of the latter, shutting off the peri- 
toneal cavity is no protection, but in that of the former, it is of great importance. 


Czsarean Section on Relative Indications. 

Serrrort. Zentralb. f. Gyndkol., 1907. No. 31.—The author performed the 
classical operation with Fritsch’s fundal incision, upon relative indications, in three 
cases quite successfully for mothers and children. Two of the operations were for 
severe eclampsia, the third on account of flat pelvis with extreme cedema of the 
external genitals, in a girl of 14. 


Four Czsarean Sections upon Unusual Indications. 

Wyoper (Tu.), Ziirich. Archiv f. Gyndkol. Bd. lxxxii., p. 771.—The first of the 
four patients died suddenly during an attack of dyspnoea, from fatty degeneration of 
the heart secondary to chronic parenchymatous nephritis. Immediate operation was 
performed, but the infant was born dead. The second patient died in an eclamptic 
fit, and a living full-term child was obtained immediately after death. The third 
patient died suddenly, of cerebral hemorrhage secondary to renal disease, while 
attempts were being made to extract the child with forceps. Immediate Cesarean 
section was performed and a living full-term child delivered. The last case was that 
of a cretin with edema, slight albuminuria and a contracted pelvis. When labour had 
gone on for some time the abdomen presented a most unusual appearance. The head 
was in the pelvis; above it was a deep furrow through which the hand could almost 
touch the spine, so that the uterus seemed to be divided into two distinct parts, 
giving the impression of a uterus 4 months pregnant to which a tumour with a short 
pedicle was attached. This pedicle was in reality the retraction ring, and ccrre- 
sponded to the infant’s neck. Cesarean section was performed, the patient made 
a good recovery, and the child lived. H.T. H. 


Three Cases of Cesarean Section on the Cadaver. 


von Srurrert (E.), Miinchen. Archiv Gyndk. Bd. lxxxii., p. 725.—An account 
of 3 Cesarean sections performed immediately after death. In the first case the pre- 
mature child of a mother who died of meningitis, lived 4 weeks. In the second case 
a rigid dead child was removed from a patient who had died of cerebral hemorrhage, 
nephritis and cedema of the lungs. The third patient died of a gliosarcoma of the 
brain and tuberculosis; there was a twin pregnancy and the infants lived 30 and 40 
minutes respectively. H. T. H. 
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Repeated Czsarean Section and Rupture of the Uterine Cicatrix. 

Scuneiwer. Miinchener m. Wchnschr., 1907. No. 41.—The patient had an ex- 
tremely flat pelvis, which in three previous pregnancies had necessitated breaking 
up the child. In her fourth pregnancy Cesarean section was performed, and two 
years later she was re-admitted to hospital in labour at full term. Czsarean section 
was again performed. The old uterine wound was firm, except at the upper part, 
where it had given way. Though the opening was not much larger than a button- 
hole, the labour pains had forced a portion of the placenta through the orifice. A 


Itving child was removed; the patient was sterilized and made an uninterrupted 
recovery. 


Czsarean Section in 229 Cases. 


Leopotp (G.). Archiv f. Gyndkol. Bd. 1xxxi., p. 702.—This paper gives the 
results of all the cases, but only goes into the details of 129, as the first 100 have 
already been published (ibidem, Bd. liv.). Among these 129 there were 6 maternal 
deaths, 5 being due to peritonitis. Leopold believes that, in 2 cases, Porro’s operation 
ought to have been performed, because of gonococcal infection. Three of the fatal 
cases would now be treated by hebotomy and thus the risk of an infection very much 
lessened. The sixth death occurred in a patient with mitral stenosis, who died on the 
7th day after operation with dyspnoea, cough and dullness on the right side of the 
chest; there were no signs of peritonitis; no post mortem examination was allowed. 
Leopold recommends hebotomy whenever possible, Porro’s operation when there is 


gonococcal infection, and in every case—but especially in Cesarean section—the 
strictest asepsis. H. T. 


E. Scorr CarMICHAEL. 


Twenty-five Cases of Conservative Cesarean Section without any 
Maternal Mortality. 

Canton (E.). Annales de Gynécol. et d’Obstét., September, 1907.—The author 
discusses the indications and contra-indications of the modern conservative operation, 
and reports in detail twenty-five cases of his own, without a maternal death, the 
indication in most of these cases being, apparently, contraction of the pelvis. He 
concludes his paper with the statement that Cesarean section has long ago ceased to 
be regarded as a terrible operation, and that, thanks to modern technique and asepsis, 
its mortality will further diminish as time goes on. In any case of contracted pelvis, 
with a C.V. below 7'5cm., and with a living, well-developed child, the indications 
for Cesarean section are absolute. In pelves with a C.V. above 7°5cm., and with a 
live child, Cesarean section should also be undertaken whenever the disproportion in 
the sizes of the foetal head and pelvis still prevents the engagement of the head after 
a few hours of vigorous uterine contractions. This is also true whatever be the 
degree of pelvic contraction. Other things being equal, when the C.V. is more than 
7°5cm., the choice between Cesarean section and symphyseotomy arises, but the pre- 
ference should always be given to Cesarean section, since it gives better results for 
both mother and child. Under like conditions, that is with a C.V. above 7'5, there 
seems little to choose between conservative Cesarean section and subcutaneous pubio- 
tomy followed by spontaneous delivery, but it seems from statistics that while, with 
the former, the foetus runs a better chance of life, with the latter, the maternal risks 
are less. When there is pyrexia, and the suspicion of septic infection, pubiotomy is 
safer than Cesarean section. In cases with a C.V. above 7'5cm., and under equal 
conditions, conservative Cesarean section should be performed in preference to ver- 
sion with the use of the Walcher position, since the risks to mother and child are 
considerably less. 

Compared with the induction of premature labour, Cesarean section, of course, 
yields better results as regards the infant mortality, and the risks it entails on the 
mother are now very small indeed. 
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In grave cases of eclampsia, Canton prefers accouchement forcé, combined with 
dilatation by Bossi’s instrument, as delivery is as rapid by this method as by 
hysterotomy. 

Intrauterine hemorrhage, even if severe, does not justify Cesarean section, except 
accidental hemorrhage in a primipara near term, when the child is alive. Even then, 
it is a question whether accouchement forcé should not be equally considered. The 
contra-indications to conservative Czsarean section are: septic infection in all cases; 
heart disease; and uterine cancer. For fibroids, and all tumours, such as hydatidi- 
form mole, which, by invasion of the uterine wall, endanger the life of the patient, 
Porro’s operation should be performed. C. Huserr Roserts. 


The A&tiology and Treatment of Pelvic Exudations. 

Coun (Franz), Giessen. Archiv Gynakol. Bd. |xxxii., p. 695.—At the Univer- 
sity Hospital for Women at Giessen exploratory aspiration has proved most useful 
in cases of pelvic exudation. It was generally carried out by the vagina, and the 
fluid obtained was examined bacteriologically. An interesting point was that exuda- 
tion in connexion with the puerperium was invariably found to be due to some kind 
of cocci, whereas nonpuerperal cases showed cocci occasionally, but also a great variety 
of other germs, one of which, closely resembling the Xerose bacillus, has not been 
described before. The bacillus funduliformis, pseudo-diphtheritic and influenza 
bacilli, and the bacterium lactis aérogenes, were also found in the cultures. 

Conservative treatment was adopted as far as possible, and the hot-air treatment 
has given good results. Even extensive exudations were absorbed. Cases with raised 
temperature and pulse and bad general condition, when fluctuation could be detected, 
were incised either from the vagina or from the abdomen above Poupart’s ligament. 
Gauze drains were generally used and changed daily when the cavity was irrigated 
through a double channel-catheter with a 3 per cent. solution of peroxide of hydrogen. 
A short account of 34 cases treated by incision and drainage is appended. H.T.H. 


The Course of Puerperal Fever Uninfluenced by Treatment. 


Mermann (A.), Mannheim. Archiv f. Gyndkol. Bd. 1xxxii., p. 28.—The rule in 
the Mannheim Lying-in Hospital is never to examine a woman internally after 
delivery, even if she has a high temperature, never to look at the vagina or perineum, 
even if they have been sutured; the lying-in patient, in fact, is a noli me tangere. 
The only exception to this rule is made when there is excessive hemorrhage or when 
symptoms point to an exudation which can be reached per vaginam. In febrile 
patients neither antiseptic douches, fomentations, nor ice, are used ; the only treatment 
is rest and feeding, and the patients are not isolated but remain in the general wards 
with a special nurse. Any temperature above 37'9c. is looked upon as febrile. 
Mermann says that the course of febrile cases is influenced by many facts which 
cannot at first be recognized; the number, virulence, and location of germs; the 
power of resistance of the tissues first affected; the power of resistance of the whole 
organism, and its power of absorption, especially after hemorrhage, is important. 
He insists that a treatment like his, which, by avoiding contact, tries to dislodge as 
few germs as possible, to shield the endangered tissues from handling, and to keep up 
the strength by food and rest, must be the best. His statistics show excellent results. 

H.T.H. 


Transfusion of Blood in Puerperal Septiczmia. 

McKay (W. T. S.). Amer. Journ. Obstet., 1907. Vol. lvi., p. 448.—A patient, 
aged 25, was delivered of a seven months’ child, and a few days afterwards the 
placenta was removed from the uterus by hand; the temperature rose, and the uterus 
was curetted. The discharge was slightly offensive on admission into hospital. McKay 
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having found that antidiphtheritic serum seemed to act well when antistreptococcic 
serum failed, ordered her to have 2,000 units of these sera injected alternately every 
four hours. No signs of improvement occurred in 36 hours, so a gloved hand was 
introduced into the uterus. <A specimen of the uterine discharge showed that it was 
a streptococcus infection. Large quantities of serum were injected, nearly 300,000 
units of the two sera being used in 23 days. Rigors began on the fourth day after 
admission, and continued, almost daily, until the joint transfusion of blood and 
saline. After this transfusion, in which not more than a few ounces of blood were 
employed, the rigors disappeared for six days, then began again. As it seemed 
possible that the salt solution had brought about this result, thirty ounces of normal 
saline, to which an ounce of peroxide of hydrogen had been added, were introduced 
into a vein. Forty-eight hours later the patient had a very severe rigor. On the 
next day ten ounces of blood and twenty ounces of saline were introduced. After 
this she had no more rigors until she died twelve days later. During this time the 
pulse and temperature improved, and the patient progressed so rapidly that she was 
allowed to sit up supported by a bed rest; while in this position she fainted, and died 
in a few minutes. No post mortem examination was made. 

The method of transfusion. used was quite simple. A cannula, connected by a 
rubber tube to a glass funnel was inserted into the median cephalic vein of the 
patient, the apparatus being filled with salt solution; the blood was then run into 
the salt solution. C. Nepean LONGRIDGE. 


Quadruplets. 

LacHMANN. Deutsche med. Wchnschr., 1907. No. 36.—Lachmann records the birth 
of 4 male children alive and healthy. The first, third, and fourth were head pre- 
sentations, the second was born by the breech. They weighed 53, 6, 64 and 5} lbs. 
respectively. All were well developed. The placenta weighed 4$lbs. A fortnight 
before labour the abdominal circumference was so great as to prevent the patient, who 
was 43 years of age and had previously had eleven children, from walking? 

i E. S. CarmicHagL. 


The Moulding of the Fetal Head in Labour. 

Srumpr (M.). Archiv f. Gyndkol. Bd. |xxxii., p. 215.—Stumpf used a pliable 
lead wire 2mm. in thickness for his experiments, transferring the outline on paper, 
and was able to get pictures, as well as measurements, of the various diameters 
of the foetal head. He measured a few hours after birth and again on the seventh 
day, when the abnormalities caused by moulding during labour had given place to the 
normal shape of the head. Various diagrams illustrate his text. H. T. H. 


The Presence of Air in the Lungs of a Child which died in the 
Uterus. 

Karue, Halle. Miinchener m. Wchnschr., 1907. No. 31, 8S. 1,554.—The flotation 
test for air in the lungs was first utilized practically by Johann Schreyer in 1681, and 
has ever since held its place in forensic medicine, but there are several factors which 
may influence the results of the test either on the negative or positive side. With 
regard to the former the main point to be considered is that the lungs of a new- 
born child, after being expanded by breathing, may become absolutely atalectatic 
again. On the other hand, it must be remembered that lungs which have not respired 
after birth, may show a positive reaction to the test, because air has been artificially 
introduced into them (by Schultze’s method for instance), or because gas has been 
developed by putrefaction, or, finally, because the child, while still in the womb, has 
inhaled air or perhaps gas (tympania uteri). After relating the various conditions 
under which air or gas may accumulate in the uterus and be inhaled by the child, 
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Kathe described a case of intrauterine aspiration of air which had reached the cavity 
during the application of the high forceps; he exhibited macroscopic and microscopic 
preparations to support his views. Though there were constituents of the liquor 
amnii here and there in the alveoli, he had not been able to find any gas-forming 
bacilli in the lungs of the child, as he should have done had the expansion been due 
to gas. 


Congenital Cardiac Diverticulum in an Umbilical Hernia. 
Kotier-Arsy (H.), Winterthur. Archiv Gyndkol. Bd. 1xxxii., p. 184.—Notes 
and diagrams of an umbilical hernia, about the size of a spectacle glass, and, between 
the rupture and the ensiform process, a round button-shaped pulsating tumour, 1 cm. 
in diameter, which, at the post mortem examination, proved to be a diverticulum of 
the heart with normal valves communicating with the left ventricle. The specimen 
was obtained from a 7 months’ infant which died 3 hours after birth. H.T. Hf. 


Melaena Spuria. 

Kamann (J.), Giessen. Gyndkol. Rundschau. Ht, 12.—Kamann discusses the 
causes of melaena neonatorum, and insists that a careful distinction must be made 
between melaena vera and melaena spuria. Only those cases in which the source of 
the bleeding is from some vascular lesion of the bowel itself should be called melaena 
vera. The causes of melaena spuria are many. The blood has one of two sources: 
(1) maternal blood swallowed by the child during labour, either in utero or some 
stage of its passage through the birth canal; or, after labour, from sucking a cracked 
nipple; (2) blood from the child itself. 

Blood from the maternal source may arise from hemorrhage into the amniotic 
cavity in cases of accidental hemorrhage or placenta previa; from tears of the cervix, 
or from ruptured vaginal varices. From the child itself, blood coming from injuries 
to the mouth, nose or base of skull, may be swallowed. Instances of all the above 
have been collected by Kamann from the literature. Finally, under melaena spuria 
should also be included those cases in which the bleeding from the bowel is only one 
manifestation of a general tendency to hemorrhage from various organs, such as the 
hemorrhagic diathesis, v. Winckel’s disease, specific septic infections, and syphilis. 

Kamann describes the following case of melaena spuria which came under his 
notice. The case was one of lateral placenta previa in which there was a single 
profuse hemorrhage. A bag was inserted, and, in 17 hours, the child was delivered. 
Immediately on its birth, it passed blood from the anus, and, for three days, it con- 
tinued to pass blood mixed with meconium. In spite of this, the child thrived well, 
and gained weight normally. Kamann concludes that, in this case, the blood must 
have made its way into the amniotic cavity, and have been swallowed by the child, 
shortly after the occurrence of the first hemorrhage. Earpiey Horzanp. 


The Survival of Premature Infants. 

Mayerter (Cu.). L’Obstétrique, July, 1907. No, 4.—The author insists on the 
good results to be obtained by taking care of infants prematurely born. Such children 
are not mere social waste products, as some practitioners assert. He gives statistical 
tables of cases born in the Charité during the last 9 years, and followed up in his 
consultations for sucklings in the out-patient department. These results are even 
better than those obtained by him in the preceding 3 years at the Lariboisiére 
maternity. Briefly, he had 634 survivals out of 735 premature births (omitting all 
who died within 24 hours of birth). Of those weighing less than 1°500 kilo, 32 per 
cent. survived; of those from 15—2 kilos, 73 per cent. survived; of those from 
2—2'5 kilos, 94 per cent. survived. One child, born of an albuminuric mother, who 
had borne two premature macerated foetuses, weighed 970 grms., and the weight fell 
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to 840 grms., but it lived, and in June of this year, at the age of 18 months, weighed 
6 kilos, 750 grms., or nearly 15 lbs. Such results can be obtained only by the greatest 
care—keeping the child warm and feeding it well, as a premature child requires one- 
fifth of its weight of milk daily. Absolute cleanliness is indispensable to keep it free 
from infection. E. H. L. O. 


Infantile Mortality in the Bouches-du-Rhéne. 

Bupin (The late Professor P.). Z’Obstétrique, July, 1907. No. 4.—As readers 
of this Journnat are aware, Dr. Budin died at Marseilles before giving the address 
which the municipality had invited him to deliver. That address is now published 
by his secretary. It is a long paper, not lending itself to an abstract: 40 pages, 
mostly of figures and diagrams, but it is too important to be passed without notice. 
One can scarcely read these dry tables of figures without having a lump in the throat. 
In Marseilles the death rate in the first year of life reached 183 per 1,000. Children 
weighing from 1°5—2 kilos die in the proportion of 97°5 per cent. (compare this with 
Dr. Maygrier’s figures in the preceding abstract). Of the “enfants assistés” in the 
Bouches-du-Rhéne, 542 per 1,000 died in their first year in 1905. In 1903, 613 per 
1,000 died before reaching their second year. It is to be hoped that Budin’s example 
will be followed throughout the “civilized” world, and that the appaling death rate 
in infancy may cease to be a blot on our “ civilization.” E. H. L. 0. 


Extrauterine Pregnancy. 

Smita (A. Laproorn). Amer. Journ. Surgery, 1907. No. 7.—After operating on 
40 cases, Smith recognizes that in Canada, as elsewhere, extrauterine pregnancy is 
very often not diagnosed but taken to be cardiac weakness, acute indigestion, or some- 
thing of the kind. He recommends operation before rupture, and has repeatedly been 
able to make a diagnosis in this stage from palpation. He has operated successfully 
in a case of twins, one foetus being in the tube the other in the uterus. He recom- 
mends that a placenta which is firmly attached to the intestines should, after the 
removal of the foetus, be left to be absorbed where it lies, for the prospect of arresting 
the bleeding by tamponade, after its removal, is very slight. He declares that “a 
fertilized ovum in the abdominal cavity is a malignant tumour.” In one case in 
which this proved to be so, though there was neither sepsis nor hemorrhage the 
mother sank from inability to take nourishment, and the child, though apparently 
normal, died the day it was born, as in Smith’s experience seems to be the rule with 
extrauterine children. 


Attempts to induce Abortion in Extrauterine Pregnancy. 
GuerpsixorF. Annales de Gynécol. et d’Obstet., October, 1907.—The induction 
of criminal abortion in the course of ordinary uterine pregnancy is, unfortunately, 
common enough, but similar attempts during the course of extra-uterine pregnancy 
are rarely reported. The author reports three personal observations, all 
of which terminated fatally. The first occurred in a multiparous woman, aged 42, at 
the Maternité of Geneva. Six weeks after her last period, believing herself to be 
pregnant, she allowed a midwife to try to induce abortion. Losses of blood followed 
the operation, but it was not till a month afterwards that the patient was seized with 
acute abdominal pain and other symptoms of tubal rupture. She was very ill on 
admission, with cyanosis, a rapid pulse, rigors, and great abdominal distension. In 
Douglas’s pouch a mass could be felt, which displaced the cervix upwards close 
behind the symphysis pubis. The abdomen was opened, and a large amount of clot 
removed. In the region of the left adnexa, there was a tumour the size of a fist, 
surrounded with clot which contained a foetus 8cm. in length. This tumour was the 
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enlarged left tube, with its abdominal ostium much dilated. The patient never did 
well after the operation, and died of septic peritonitis. 

The second case occurred in a secundipara, aged 32. Criminal attempts at abor- 
tion were made, 5 weeks after the last regular period, by means of intra-uterine in- 
jections. Two or three weeks afterwards rigors occurred, followed by acute abdominal 
pain and symptoms of tubal rupture. On admission to the Hospital her condition 
was very grave, and she was evidently suffering from acute septic peritonitis. A 
tender, irregular mass occupied Douglas’s pouch and filled the pelvic cavity. On 
exploratory laparotomy the belly was found full of fcetid purulent fluid. The uterus 
was enlarged and the left tube converted into a pyosalpinx. The right tube was 
the size of an egg, surrounded by adhesions and blood-clot. The patient was too ill 
for any prolonged operation, and the abdomen was, therefore, merely washed out and 
drained by the vagina. The pus contained streptococci. The patient died the same 
day. At the autopsy a right tubal pregnancy was found with recent hemorrhage, 
bilateral purulent salpingitis, purulent endometritis, and general peritonitis. 

In the third case, a nulliparous woman of 28, after seven weeks’ amenorrhea, 
criminal abortion was attempted by a midwife, and was followed by uterine 
hemorrhage. Five days after this, severe abdominal pain occurred in the right iliac 
fossa accompanied by vomiting. On admission the uterus was enlarged, and on its 
right side there was a tumour the size of a fist. Douglas’s pouch also was bulged 
forwards by a fluctuating swelling, probably blood. The diagnosis made was right 
tubal pregnancy, with a retro-uterine hematocele. Owing to the grave condition of 
the patient, laparotomy was performed. Dense intestinal adhesions roofed in the 
pelvis, and on separating these a large collection of foetid blood was discovered, and 
an enlargement of the right tube. Subtotal hysterectomy was performed, and the 
peritoneum drained by gauze through the vagina. The patient died five hours after- 
wards. At the post mortem acute peritonitis was found with septic infection of 
various organs, especially of the liver and spleen. In each of these cases the inter- 
vention was too late, the patients being hopelessly septic. | C. Husert Roserts. 


Shakespeare’s Gynzcology. 

von Wincxex (F.). Volkmann’s Sammlung. Nr. 441, Vol. xv., p. 21.—The 
author quotes and annotates a long series of passages to show Shakespeare’s knowledge 
of women in health and disease, their physical conditions and their psychology. Most 
of the references have already been given in such works as Moyes’ “Medicine in 
Shakespeare,” but von Winckel’s annotations are interesting. For example, in re- 
ference to the speech of Henry viij in Act ij, scene 4, where he talks of his queen 
losing all her male children, von Winckel says he has met only one such case in his 
45 years’ experience. He thinks that Shakespeare believed Richard iij to have been 
deformed congenitally, possibly by amniotic bands, and not later by rickets. Shake- 
speare has taken a poetical licence in making the newborn child of Tamora and 
Abraham quite black. E. H. L. O. 


Complete Anzsthesia by means of Rachistovainisation. 

Cuaput recently (July 6th, 1907) reported to the Paris Biological Society that he 
had employed the lumbal injection of stovain in more than 100 operations, and that 
only in one instance had anesthesia not been induced, probably owing to a bad 
preparation of scopolamin, 0°25mg. of scopolamin being injected one hour before 
the injection of the isotonic solution of stovain (} stovain, 4 cocain). The maximum 
dose of stovain-cocain given to any patient was 80mg. The anesthesia extended all 
over the body and was so regular, and so free from accidental phenomena, that Chaput 
believes the method will soon compete with general narcosis. Fatal accidents and 
paralyses, such as have been reported in Germany, Chaput attributes partly to in- 
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sufficient sterilization of the material injected, partly to the addition of adrenalin, or 
in some cases, to ignorance of the contra-indications to stovain; his own good results, 
to extreme care in the sterilization and exact dosage of the solutions, and to the use 
of stovo-cocain, which is much more efficient and benign than stovain alone. Patients 
with the following conditions, amongst others, were operated upon: suppurated 
tumour, adenoma, very extensive mammary cancer, resection of the elbow, amputation 
of the lower arm, osteomyelitis of the radius, tuberculous glands in the neck and 
tumour of the parotid. 


1,000 Cases of Spinal Anesthesia. 

Krénic and Gauss. Miinchener m. Wchnschr., 1907. Nos. 40 and 41.—The 
dangers of spinal anesthesia are as follows: (1) rapid absorption of the anesthetic in 
the subarachnoid space, so as to cause severe toxic symptoms; (2) injection of the 
drug into nerves, or even the spinal cord itself, high enough up in the vertebral 
column to affect such important nerves as the phrenic; (3) the anesthetic may damage 
the ganglionic nerve cells permanently, and cause paralysis of the lower limbs, 
bladder and rectum. 

Klapp has shown that the anesthetic is absorbed much more rapidly from the 
subdural space than from subcutaneous tissue. This rapid absorption necessitates 
the use of very weak solution; it also shows great tendency to spread rapidly up 
the spinal canal and affect the phrenic nerve or medulla oblongata. These difficulties 
may be got over by observing: (1) the condition of the spinal fluid in the sub- 
arachnoid space in different positions of the patient; (2) the relation of the specific 
gravity of the injected fluid to that of the spinal fluid, and its effect on the anesthesia. 

Kroénig and Gauss have demonstrated on the dead subject, and by experiment on 
animals, that the cerebro-spinal fluid is under highest pressure in the lumbar region, 
and that this pressure diminishes gradually upwards until in the higher dorsal region 
the pressure is negative, and puncture in this region causes no escape of cerebrospinal 
fluid. This can easily be tested by means of a manometer attached to the injection 
trocar. Moreover, in the sitting posture the fluid injected, which is specifically 
lighter than the spinal fluid, rises and accumulates at the top of that fluid, and at 
first does not ascend higher in the subarachnoid space, though it may afterwards do 
so owing to capillary attraction. For example, stovain solution stained with methy- 
lene blue, was injected between the second and third lumbar vertebre of a cadaver in 
sitting posture. After a few minutes, fluid was removed from different levels of the 
vertebral canal, and while the fluid at the highest point, between the 5th and 6th 
dorsal vertebre, was deeply stained, that removed from the site of injection was 
quite clear. 

In perineal and vaginal operations, therefore, a solution of stovain should be used 
of which the specific gravity is much the same as that of the spinal fluid, while for 
laparotomy, fluid of a much lower specific gravity should be injected. 

All these conditions, however, are changed by the Trendelenburg position, the 
pressure of fluid being completely reversed. 

Experiments, by changing the posture of the cadaver, show that if stovain is 
injected in the sitting posture between the lst and 2nd lumbar vertebre, the pressure 
in this region gradually diminishes as the position of the body is altered into the 
horizontal position, and as the pelvis is raised, zero is reached with the Trendelenburg 
position at about 30°. In the sitting posture, a fluid of high specific gravity would 
anesthetise only the area corresponding to the lumbar vertebre. It is therefore 
sufficient for gynecological operations that the solution be of a high specific gravity. 
Such solutions, however, are a source of danger when the Trendelenburg position is 
used, as the whole of the spinal cord may be thus anesthetised up to the basis cranii, 
and this applies to a lesser extent even with fluids of light specific gravity. The 
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danger may be avoided by allowing a certain interval of time to elapse before putting 
the patient into the high pelvic position, as the authors have shown experimentally 
that stovain is absorbed an hour after injection. Another danger referred to is a too 
potent action of the anesthetic so that it no longer remains temporary but produces 
a permanent loss of function. Spielmeyer has examined the spinal cords of many 
cases dying directly from the anesthetic, or as the result of sepsis or other disease, 
and has demonstrated severe injury to the ganglionic nerve cells, extending up even 
as high as the medulla. He however also showed that in cases which lived for some- 
time after anesthesia, although marked changes were present in the nerve cells, 
there was no clinical evidence of any derangement of the cord, so that too much stress 
should not be laid on the pathological changes present. 


In lumbar anesthesia, a manometer shculd be used to estimate the fluctuation in 
the pressure of the fluid in the subarachnoid space. Further, the action of the fluid 
injected depends largely on its specific gravity and temperature. Anesthesia of the 
upper segments of the cord should not be brought about by the high pelvic position, 
but by selecting fluid of proper specific gravity. A high Trendelenburg position is 
always dangerous on account of the possible effect of the anesthetic on the medulla. 
The anesthetic is rendered less powerful by the addition of suprarenin before 
injection. 

The paper concludes with a review of the cases treated by the authors. Marked 
improvement in the results is obtained by experience. In all cases the lumbar 
anesthesia is combined with the use of scopolamin. The authors are agreed that for 
iaparotomy, and all operations of long duration, spinal anesthesia, given with the 
above precautions and in conjunction with scopolamin-morphia, is much to be 
preferred to a general anesthetic. E. Scorr CarMIcHAEL. 


Scopolamin-morphia combined with Inhalation Narcosis, and 
Pneumonia after Laparotomy. 

Grimm (Watrer). Beitrdge kl. Chirurgie. Bd. lv., Ht. 1.—The author 
describes the method and happy results obtained with this form of narcosis in the 
Hamburg-Eppendorf General Hospital. The patients an hour or an hour and a half 
before the operation were given 0°0005 gm. scopolamin with 0°01 gm. morphia sub- 
cutaneously, as a preliminary to general combined chloroform-ether narcosis, at first 
for laparotomies only, but later for all major operations; they fell into a somnolent 
condition, and escaped the excitement preceding operation, and the general anesthetic 
was administered in the ante-chamber without its inducing any sensation of suffocation 
or excitation (except perhaps in alcoholics). There was no salivation, hardly ever 
vomiting or nausea, the necessary amount of the general anesthetic was very small, 
and pneumonia was much more uncommon after it. The solution for injection con- 
sisting of scopolamin hydrobromidi 0°005 aque destillate 10°0 gms. was made fresh 
every second or third day, and a full syringe (1'0gm.?) was injected when complete 
results were desired. Between November 1895 to April 1905, the number of laparo- 
tomies was 1,754, 48 (2°3 per cent.) were followed by pneumonia which was fatal in 
18 instances. Under the combined method of narcosis up to August 1906, there had 


been 839 laparotomies with only 0°7 per cent. of post-operative pneumonia, and not a 
single fatal case. 


Gynecological Massage, with special reference to Vibratory 
Massage. 

Herrr (Orto v.). Deutsche med. Wehnschr. No. 38.—Massage is contraindicated 
by acute inflammatory conditions, new growths, chronic venous congestions, pregnancy, 
menstruation and blood effusions. It may be used with care in chronic inflammations, 
and especially to remove old adhesions and exudations in obstinate cases. It may be 
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used also in cases following childbirth, in which there is relaxation of the uterus, 
with bleeding and mucous discharge. It is of temporary value only, in cases of pro- 
lapse and other forms of uterine displacement. 

Of all the different forms of massage, vibratory massage gives the most satis- 
factory results. It is useful in arresting menorrhagia, and relieving dysmenorrhea. 
The application should not be of longer duration, than from 1 to 5 minutes daily. 
The apparatus used is figured in the original, and is applied through the vagina with 
the addition of a support on the abdominal wall. E. 8. CarMicHagt. 


Blastomycetes and Inflammation of the Female Genitals. 

vAN DE VeLpE (Tu.), Haarlem. Zentralb. f. Gyndkol., 1907. No. 38.—Yeast cells 
have been found by van de Velde in maladies of the female genitals of the most 
different kinds, and he thinks their pathological importance has hitherto been under- 
estimated. The largest number of his cases were acute inflammations of the cervix 
with colpitis and vulvitis. In some instances he attributes the yeast cells to the 
water used for irrigating the vagina, or even for washing the genitals in a few cases 
of gaping vagina. He found numerous blastomycetes in the milk of one nursing 
woman. He found the yeast fungus also in the blood of a puerperal fever cadaver, 
in the acute vulvitis and colpitis of little girls, in tumours of the Fallopian tubes, in 
the peritoneal cavity free, and in the blood of fatal cases of pure blastomycetic 


infection. Infection by such cells is undoubtedly more probable during pregnancy or 
in cases of chronic gonorrhea. 


Artificial Congestion in Gynecology. 

WEINBRENNER. Miinchener m. Wchnschr., 1907. No. 40.—The congestion is pro- 
duced by a glass tube, in shape resembling a tubular speculum, exhausted by 
means of a syringe. It is applied to the cervix. By exhausting the tube, a somewhat 
uncomfortable sensation is produced in the patient. The cervix is drawn into the 
instrument, and assumes a dark bluish-red colour. Mucus, pus, serum, and blood 
are drawn out in considerable quantity. The action is not confined to the cervix and 
uterus alone, but affects the adnexa also. The duration of its application is on an 
average twenty minutes. In some cases it gives great relief from pain, and it seems 
to be a valuable addition to the existing methods of treating chronic inflammatory 


conditions of the uterus and its adnexa. E. S. CarmMicHaet. 


Melanosarcoma of the Vulva. 


Wiener (Gustav), Miinchen. Archiv f, Gyndkol. Bd. 1xxxii., p. 521.—Wiener 
records a case in which a typical melanosarcoma was removed from between the labia 
majora and minora. At the time of operating there was no sign of metastasis, but 
10 months later the left inguinal glands were found enlarged, and on being excised 
showed a black colour on section. The patient was otherwise quite well, and had 
gained in weight. H. T. H. 


Leucoplakia and Carcinoma Vaginz et Uteri. 

v. Frangué, Prague. Zeitschr. Geburts. u. Gyndkol. Bd. 1x., H. 2.—Leuco- 
plakia vagine must always be looked upon with suspicion, as it has been in nearly 
every recorded case ultimately associated with carcinoma. Microscopical examination 
must therefore invariably be made. Leucoplakia is, in fact, an atypical proliferation 
of epithelium supervening upon chronic inflammation, with a decided tendency to 
malignant degeneration. The further researches here recorded are concerned with the 
genesis, histology, and operative treatment of vaginal carcinoma. The article is 
elucidated by excellent plates or drawings. 
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Preperitoneal Tumours. 

Kuernnans. Miinchener m. Wehnschr., 1907. No. 29, S. 1,460.—The author gave 
an address to the German Medical Society at Prague upon tumours of the abdominal 
walls, and exhibited a specimen removed from a woman, aged 67, who for a long 
time had suffered from vesical trouble. Clinically it had revealed itself as an ir- 
regularly-shaped hard tumour, lying against the inner surface of the abdominal wall 
between the navel and symphysis, and quite independent of the normal genital organs. 
Operation proved the tumour to have developed in front of the peritoneum, and to 
consist of a cystic portion above, divided by a circular constriction from a harder 
portion below with intimate adhesions to the bladder, so that in its removal the 
adherent portion of the bladder wall had to be resected. The bladder contained 
malodorous gelatinous masses. Anatomically, the tumour proved to be a cyst, of 
which the upper end was formed by the middle pubovesical ligament. The cavity of 
the tumour communicated with the bladder through a small opening. Microscopically : 
in the wall of the tumour, the connective tissue had undergone mucoid degeneration 
in many places, and there were bundles of unstriated muscular fibres here and there. 
Upon the inner surface, the epithelium, where preserved, was cylindrical, with many 
long cells and papilliform projections in many places. Here and there, were 
pitcher cells or long tubes and gland-like depressions. There was mucoid degenera- 
tion as well as inflammatory infiltration. The tumour originated from the vitelline 
duct. 


Periodic Pyrexia with Rheumatic Symptoms in Young Girls (the 
so-called Recurrent Rheumatic Ovulation Fever). 

Riesotp. Miinchener m. Wchnschr., 1907. No. 40; p. 2,003.—A communication 
to the recent congress at Dresden describes a not very uncommon form of pyrexia, 
chiefly affecting young girls, generally accompanied with serious disturbance of the 
general condition and rheumatic symptoms (more or less pronounced painful swellings 
of the joints, symptoms of myocarditis, occasionally peri- or endo-carditis, and 
frequently pleurisy) and, finally, in some cases, a parotiditis almost invariably 
bilateral. The clinical symptoms are always similar, but differ very widely in severity 
in different cases. Abortive mild cases occur, as well as the severe ones described. 
Little has been written about the malady. The most remarkable points are that it 
always is related to menstruation, the discharge usually appearing towards the close 
of the attack, though, occasionally, the expected menstruation is omitted, and further, 
that the attacks may recur very frequently (in one case more than 20 times), and even 
in the intervals between the periods of the patient. Riebold refers the pathogenesis 
to the process of ovulation, and believes that either some hidden focus of infection 
of a rheumatic nature is called into action by the ovulation, such as he has pointed 
out occurs in the premenstrual fever of patients with infective diseases, or that the 
malady may depend upon a functional disturbance of the secretory activity of the 
ovaries. 


Menstruation and Peritonitis. 

Jarré (Tu.), Frankfurt-am-Main. Archiv f. Gyndkol. Bd. 1xxxii., p. 211.— 
Jaffé gives the post mortem report of 4 fatal cases of general peritonitis, occurring 
at the time of menstruation. He thinks that at this period the bactericidal power of 
the vaginal secretion fails, and thus allows an infection to spread from below. A 
fifth case of similar origin was saved by a timely laparotomy. H. TH. 


Variations in the Structure of the Normal Endometrium, and 
Chronic Endometritis. 


THEILHABER, Munich. Miinchener m. Wcehnschr., 1907. No. 27, S. 1,343.—In 
continuation of his earlier researches, Theilhaber has investigated the changes in the 
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uterine mucosa, and asserts that contrary to the opinions hitherto held, no conclusion 
can be drawn about an inflammatory condition of the mucosa, from the number, 
form, or ramification of the glands. Atrophy of the glands and increase in the tissues 
between them (endometritis interstitialis and endometritis atrophicans) are frequently 
present in quite healthy women as physiological processes depending on their age. 
On the other hand, in gonorrhoeal endometritis accumulations of round cells are not 
uncommon, and some connexion between gonorrhcea and such accumulations is in- 
dubitable. Similar collections of round cells are often found in the débris of 
curettage made some little time after an abortion. There are, therefore, two distinct 
kinds of discharge: (1) that due to gonorrhoea, associated with which an interstitial 
endometritis may commonly be demonstrated and large accumulations of round 
cells are commonly found in the connective tissue; (2) a discharge, not due to 
gonorrhea, which frequently is not accompanied by any pathological changes in the 
débris brought away by the curette. It is generally a result of disturbed circulation 
(due to chronic metritis, insufficientia uteri, venereal excess, psychical agitation, 
or deficient circulation due to chlorosis or anemia). Abnormal hemorrhages may no 
doubt be caused by partial polypoid hyperplasia of the mucosa or by adenoma, but 
not by diffuse inflammation; they are brought about by chronic metritis, insufficientia 
uteri, or disturbances in the uterine circulation. Theilhaber long ago pointed out in 
his works on preclimacteric hemorrhages that the socalled sclerosis of the uterine 
arteries is generally a physiological process. 


The Histology of Chronic Endometritis. 

Scuwas (M.), Erlangen. Zentralb. f. Gyndkol., 1907. No. 29.—Hitschmann, 
Adler, and Theilhaber have all declared that the views hitherto taught about the 
histology of chronic endometritis require fundamental revision. They deny that the 
conditions described as endometritis glandularis hypertrophica, and hyperplastica, are 
of an intlammatory nature, or to be looked upon as more than premenstrual changes. 
Schwab expresses the same opinion. On the basis of 40 cases in which he examined 
uterine mucosa obtained by the curette, he ascertained that alterations in its structure, 
corresponding with the several forms of socalled endometritis, could be found in 
clinically healthy as well as in diseased conditions of the mucous membrane. The 
diagnosis does not depend on the histology in such cases, but on the clinical symptoms. 


The Treatment of Chronic Endometritis. 

Turan. Deutsche m. Wcehnschr., 1907. No, 37.—The method recommended is 
based on the production of passive hyperemia after the principle suggested by Bier. 
A special fenestrated catheter is passed into the uterine cavity as far as a flange on 
the instrument which rests on the external os, and is kept in position by gauze pack- 
ing. The distal portion of the catheter below the flange is attached to one of the 
short limbs of a Y-shaped tube, which is connected with a manometer. Suction is 
brought about by the application of asyringe. Hyperemia is thus induced, and may be 
kept up for an indefinite time. Uncomplicated endometritis is most satisfactorily 
treated by this means, and affections of the adnexa and parametrium are frequently 
benefited by it. Erosions disappear rapidly in some cases. The suction is applied 
from 1 to 14 hours daily, the pressure used being about 60mm., as estimated by a 
manometer. E. S. CarmicHak. 


Cysts of the Uterus. , 

Mercapké (Satva). Revue de Gynécol. et de Chirurg, Abd., March-April, 1907.— 
This paper deals only with cysts appearing by themselves as pathological conditions 
of the uterus, not with such as occur as complications or degenerations of pre-existing 
tumours. The occurrence of such cysts is undoubted, though their nature is uncertain, 
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and Mercadé classifies them as: (1) mucous or follicular, (2) hydatid, (3) embryonic, 
(4) serous, and (5) blood cysts. (1) The mucous cysts are never solitary, but are 
always due to cystic degeneration of the mucous glands of the endometrium, which, 
apparently, never takes place during sexual life and, since it is only found post 
mortem, is without any known clinical history. It is always benign. (2) The hydatid 
cysts may be either primary or secondary. (3) The embryonic cysts are found almost 
always at the edges of the cornua, lateral walls, or fundus of the uterus. Five theories 
of origin for these are mentioned and discussed, namely (a) inflammatory, (b) peri- 
toneal, (c) remains of Wolffian body, (d) Miillerian, (e) Wolffian duct. (5) The blood 
cysts are stated to be either angiomatous or due to hemorrhage into pre-existing cysts. 


G. F. Smits. 


Instrumental Perforation of the Non-gravid Uterus. 

Heymann (F.), Charlottenburg. Berliner kl. Wehnschr., 1907. No. 32.—During 
the abrasion of the uterus of a woman 34 years of age, with a Sims’ curette, the 
instrument passed so deeply through the os that perforation of the fundus was 
diagnosed ; the abdomen was opened immediately and inspection proved the diagnosis 
to have been correct. Heymann, in a critical review of 62 published cases, combats 
the idea advanced by Kossmann that many cases supposed to be perforation are not 
such; he discusses the course and results of actual perforation, and the indications 
for conservative and operative treatment. In the majority of cases conservative 
methods may be adopted, but in case of perforation by an irrigating instrument, 
immediate operation is absolutely necessary. 


The Prevention of Peritoneal Adhesions by Adrenal Salt Solution. 
Marvet (E.). Journ. Amer. Med. Assoc., 1907. Vol. xlix., p. 987,—The tendency 
of peritoneal adhesions to reform after separation is very marked. An exudate of 
blood and lymph is poured between the raw surfaces which, if permitted to fall 
together, immediately reunite. Adhesions are more likely to form when the exudate is 
of high density; in other words, the richer the exudate is in leucocytes, the greater 
the tendency for adhesions to form. On the other hand, when the exudate is a fluid 
of low density, adhesions are not formed. It is therefore desirable to dissolve the 
exudate into a fluid of low density, and saline solution is a most excellent agent for 
this purpose. The addition of adrenalin to the solution has the advantage of con- 
tricting the blood vessels and preventing further oozing. Marvel uses a quart of 
normal saline solution with one drachm of adrenalin chloride solution, at a tempera- 
ture between 100° and 110°. The advantages claimed for the solution are, that its bulk 
keeps the separated surfaces apart, that it dilutes the exudate from the peritoneum, 
that it prevents further oozing, and, finally, that it counteracts thirst and shock. 


C. Nepean Loncripce. 


A Forceps forgotten in the Abdominal Cavity. 

Srécxet (W.), Berlin. Zentralb. f. Gyndkol., 1907. No. 37.—In a woman, aged 
22, who, eight months previously, had undergone abdominal section for volvulus of 
the intestine and peritonitis, cystoscopy and Réntgenography revealed a slide forceps 
extending to one-half of its length into the bladder. The forceps was extracted by 


colpocystotomy, and a small vagino-vesical fistula was subsequently closed by a 
second operation. 


Foreign Bodies left unintentionally in the Abdomen after 
Operation. 


NEUGEBAUVER (Franz v.), Warschau. Archiv f. Gyndkol. Bd. Ixxxii., p. 70.— 
Neugebauer has collected a great number of cases in which foreign bodies. especially 
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compresses and artery forceps, had been left in the peritoneal cavity during opera- 
tions, with the verdict in all the cases which have reached the law courts. He dwells 
on the serious injury inflicted on the surgeon by the publicity which is given to these 
matters : even if the law acquits him, loss of valuable time and loss of confidence on 
the part of patients, is inevitable. Some devices for avoiding such accidents are 
given, such as numbering the compresses with large plain types, or fixing long 
weighted tapes to their distal extremity. The importance of obtaining beforehand 
the patient’s full written consent to whatever may be found necessary during the 


operation is insisted upon. 
— Erect Posture and Gymnastic Exercises after Labour or 
aparotomy. 


Krénic (B.), Freiburg. Deutsche m. Wchnschr., 1907. No. 38.—Krénig insists 
on the benefit of bodily exercise during pregnancy, and that the danger of such exer- 
cise causing abortion has been greatly exaggerated. For the last two years he has let 
his patients get up as soon as possible after delivery, even only eight hours after 
labour alleviated by morphia and scopolamin, and the results, as regards general 
condition and morbidity, have been excellent and without any detriment to lactation 
or involution of the uterus. Moreover, there was no disposition to descent of the 
uterus or vagina. The muscular system was strengthened by gymnastic exercises. 
He has had similar good results from early rising and gymnastics after uncomplicated 
laparotomies performed under morphia-scopolamin narcosis. 


The After-treatment of Abdominal Sections. 

(A.), Montreal. Abstract of an address to the American Gyneco- 
logical Society at Washington.—The aftertreatment of abdominal sections is much 
easier than it used to be, because, in the first place, more careful preparation of the 
patients results in less trouble with the bowels afterwards. Distension of the bowels 
used to be our greatest bugbear, and caused the death of many patients from ptomaine 
poisoning and pressure on the heart. Now, except in cases of grave emergency, the 
patients are dieted and put on rhubarb and soda mixture for several days before 
operation, the coated tongue is cleaned and the bowels are gently emptied of their 
decomposing contents, so that when the abdomen is opened in the Trendelenburg 
position, instead of the intestines bursting out, there is an inrush of air, and in 
ordinary cases of ovarian cyst or fibrous tumour they disappear up towards the 
diaphragm, are seen no more during the rest of the operation, and do not suffer 
from handling or exposure. The towels, with which they used to be covered during 
a long operation, were a source of chill, for the hot water in which they were wrung 
out soon became an evaporating lotion, and the patient left the table with a tempera- 
ture of 96°, in a state of shock. Secondly, we have to thank the general practitioners, 
who now send patients for operation much earlier, before the intestines have become 
adherent to the tumour; we can operate more rapidly, therefore, with less anesthesia 
and less hemorrhage. Thirdly, the Trendelenburg position enables us to avoid 
handling the intestines, and to control hemorrhage by seeing and tieing every 
bleeding point in the uterus and broad ligaments. Fourthly, the semi-erect position, 
which we owe to Fowler of Boston, helps us to convert many bad cases into mild 
ones. Pus tubes and appendicitis, which would otherwise have proved most serious, 
have, in many instances, when the patients have been placed in Fowler’s position, with 
free drainage by means of a large perforated tube extending from the abdominal 
incision through Douglas’s pouch and out through the vagina, given very little anxiety 
even when as much as 40 ounces of malodorous discharge have drained away. 
Fifthly, the administration of '/,, gr. of strychnine three times a day before and for 
a week after operation, does much to prevent paralysis of the intestine, and when the 
temperature is raised, quinine in 5 gr. doses may be used with similar benefit. 
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In regard to the diet before operation, by restricting it to such things as leave 
little residue, and especially by the avoidance of milk, a most fertile source of fer- 
mentation and gas production, the need for severe purging has been done away with. 
For the first 24 hours, nothing is given by the mouth unless there is dry retching, 
when a few tumblers of hot water, with bicarbonate of soda, may be given to wash 
away the acid secretions of the stomach. During the second day hot weak tea, or 
beef tea, or lemonade, is given freely, and if the patient cannot retain fluid and 
the urine is concentrated, water must be given by the rectum. On the third day the 
patient is fed with large quantities of well-made water gruel; on the fourth any kind 
of farinaceous food is given with cream but not milk. On the fifth day toast and tea 
and preserves are added, and at the end of the week the patient may have full diet 
without meat. Under this regimen the bowels give very little trouble: small enemata 
of soap suds every morning alone are necessary. The anesthetic or morphine may 
leave the tongue coated, but more than two doses of one-quarter of a grain of the 
latter are seldom necessary. Rhubarb and soda mixture will relieve heartburn and 
acidity, a few five-grain doses of asafcetida, the distension that may be due to 
morphia. 

Thirst gives little trouble now because (1) violent purging with salines before 
operation is abandoned; (2) large quantities of fluid are given on the day before 
operation ; (3) all arteries are tied before they are cut, and profuse hemorrhage is the 
exception; (4) operations that used to take an hour are now done in 20 minutes and 
the operating room has not to be kept at a temperature of 80 or 90°, which caused 
profuse sweating and thirst; (5) when the operation has lasted more than an hour, or 
much blood has been lost, a gallon of normal salt solution is left in the abdomen, or a 
pint is given, very slowly, by the rectum, every four hours. 

Getting up. The patients often feel able to get up a few days after their opera- 
tion, and in most cases might do so with impunity, their wound being closed with 
through and through silkworm gut sutures, yet there is little to: be gained by their 
doing so. They have been ill; most of them are anemic ; the anesthesia, the operation, 
pain and morphia, have contributed to aggravate their condition. A few weeks in 
bed near a sunny window will do them more good. It is, however, well for them to 
sit up and to move their legs in bed frequently during the third week, and they may 
get up and even go downstairs in the fourth week. 

Routine. It is a great saving of wear and tear to every one connected with the 
case to formulate definite rules for the after treatment of laparotomies, allowing the 
house-surgeon or head-nurse to vary them a little at their discretion but also at their 
peril. 


Phlebitis femoralis et cruralis post operationem. 

Mortey (W. H.), Michigan. Archiv f. Gyndkol. Bd, 1xxxii., p. 679.—Among 
1651 laparotomies and plastic operations in the gynecological wards of the Ann Arbor 
Hospital, 11 cases of thrombosis occurred. The time of incubation varied between 
4 and 36 days. The left leg was affected 6 times, both legs 4 times, the right leg 
only, once. Sepsis was only present in one case; heart and lung complications super- 
vened in 4 cases. Two cases were fatal, one death being due to shock, the other to 
metastases. Morley advises very simple treatment, consisting in wrapping up, 
bandaging and raising the leg; he does not approve of ice bags, ointments or massage. 

H. T. H. 


Operations for Umbilical and Ventral Hernia. 

Canen (Fritz), Cologne. Archiv f. Gynakol. Bd. Ixxxii., p. 267.—Cahen, from 
a study of the literature on this subject, and his own observations, concludes that 
suturing the aponeurosis transversely, either with or without the formation of flaps, 
gives better results than the old longitudinal method. In large ventral hernie he 
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found it impossible to close the gap of the rupture satisfactorily without forming 
rectangular flaps from the rectus. He gives an account of seven of these flap- 
operations, which all proved highly successful, and he illustrates his method of opera- 
tion by two diagrams showing the line of incision and the formation of the flaps. 
H.T. H. 


Tumour Necrobiosis as the Consequence of a Hilum-shaped 
Vascular Supply. 

ScuArrer, Heidelberg. Archiv f. Gyndkol. Bd. lxxxii., p. 389.—A cysto-myxo- 
fibromyoma intraligamentarium partim teleangiectodes furnishes the subject of this 
paper. This very complicated tumour was typically fibromyomatous in its lower, and 
cystic in its upper portion. No blood vessels entered the tumour except at its 
anterior and basal portion, which sprang from the broad ligament. One branch took 
the direction of the lateral uterine wall but showed no connexion with the uterus. 
The upper cystic portion contained practically no blood-vessels, and Schaffer infers 
that the farther a portion of the tumour is removed from the base of nutrition, the 
more it inclines to cystic degeneration. The covering membrane of the tumour showed 
massive necrotic plates at its outer side, the central part of the wall was the subject 
of myxonecrosis. He concludes that the nutrition of these intraligamentary growths 
through a hilum only feeds the tissues round the hilum, and that the peripheral 
portions are, therefore, the prey of necrobiosis and, later, of necrosis with all its 
serious complications. Eleven drawings cf the microscopical sections are appended. 


Malignant Fibromyoma of the Uterus. 

Kynocu, St. Andrews. Archiv f. Gynakol. Bd. |xxxii., p. 254.—In one of the 
two cases recorded there was, with the fibromyoma, an adenocarcinoma of the uterus 
also, and this patient died of metastases 34 years after operation. In the second case, 
a uterus containing a fibromyoma was removed, but as there was no suspicion of 
malignant disease, the growth was not examined microscopically until a year later, 
when a tumour the size of an orange was removed from the right elbow, and proved 
to be malignant. The patient died a few months later of general metastases. 
Microscopical examination of the tumour revealed a small patch of malignant 
growth in an otherwise typical fibromyoma. Kynoch believes that if all myomata 
were examined systematically, about 4 per cent. would be found to be sarcomatous, 
and that malignant changes may arise in fibromyomata under the following cir- 
cumstances :—(a) The same uterus may contain two different tumours, one a sarcoma 
the other a fibromyoma; (6) a sarcoma originating in the endometrium or other part 
of the uterus, may invade a fibromyoma; (c) a sarcoma may originate in a fibromyoma ; 
or (d) the cells of which a fibromyoma are composed may assume a malignant 
character. The paper is illustrated by numerous diagrams of the microscopical 


Secondary Cancer developed in a Fibromatous Uterus. Primary 
Growth in the Ovary. 

Croister. Annales de Gynécol. et d’Obstét., October, 1907.—This interesting case 
occurred in a woman of 55, who, for a year, had suffered from severe uterine 
hemorrhage, and had become very anemic. There was no other vaginal discharge. A 
large nodulated fibroid filling the pelvic cavity could be felt above the brim. Ab- 
dominal hysterectomy was performed. There was an ovarian cyst on each side of 
the main tumour, the one on the right being as large as a fist and that on the left 
the size of an orange. The case did well, and 10 months afterwards the patient was 
in good health, though, clinically, the tumours had appeared to be malignant. 
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The fibroid, growing mostly in the right uterine wall, was the size of a foetal head 
and protruded into the uterine cavity. At the upper part of the fundus there was a 
soft, sprouting, papillary mass, the size of a walnut. On microscopical examination, 
this tumour had all the histological characters of an epithelial cancer of the ovary. 

C. Husert Roserts. 


Carcinoma Corporis Uteri, Metastases in the Paravaginal 
Connective Tissue. 

Scuickx (E.). Zentralb. f. Gyndkol., 1907. No. 22.—A woman, 58 years of age, 
was, on examination, found to have an adenocarcinoma. In her right parametrium, 
quite detached from the uterus, there was a sharply-outlined nodule connected with 
the vagina, reaching down nearly to the anus, and pushing out the bowel. Micro- 
scopic examination of the tumour after extirpation proved it to be histologically 
identical with the débris brought away by the curette. The patient had been curetted 
six months previously but, as she would not consent to radical operation, it was im- 
possible to decide whether the case was one of inoculation, or whether the germs of 
the disease had been transmitted through the blood-vessels or lymphatics. Metastases 
of uterine carcinoma in the paravaginal tissue, isolated from the uterus, are so rare 
that their occurrence has been denied. 


A Further Contribution on Squamous Carcinoma of the Body of 
the Uterus. 

Scuavenstein (W.), Graz. Gyndkol. Rundschau. Ht. 14 and 15.—An abstract 
of a paper by Schauenstein appeared in the August number of this Journat (p. 162), 
describing some cases of squamous carcinoma of the body of the uterus, and support- 
ing Gebhard’s opinion that there are two different forms of this disease: (1) one 
arising primarily in the corpus uteri, and (2) the other spreading superficially into the 
corpus uteri from a primary growth in the cervix. In the present paper Schauenstein 
reports another case, and criticises the conclusions of v. Rosthorn, who maintained 
that a case he reported himself did not correspond with either of the kinds described 
by Gebhard, whose classification must be, therefore, incorrect. 

Schauenstein’s new case is as follows: The patient, 59 years old, for 2 years had 
had a foul uterine discharge but no bleeding. Microscopical examination of curettings 
revealed squamous carcinoma. Vaginal hysterectomy was therefore performed. 
Macroscopical examination of the interior of the uterus disclosed no evidence of 
malignant growth, but the endometrium was nowhere normal; the interior of the 
uterus had a smooth folded appearance, and was covered with a whitish layer, formed 
of flat projections packed closely together; this layer extended on to the cervix and 
upper part of the vagina. On longitudinal section, this layer could be seen covering 
the inner surface of the uterus as a thin white line, occasionally sending projections 
downwards, but only in the posterior wall of the cervix did these pass deep down 
into the muscle. Microscopically, normal endometrium and glands were present only 
in a small area in the fundus; elsewhere the interior of the uterus was lined with a 
stratified epithelium, of which the superficial layer consisted of squamous cells, and 
the deeper of polymorphous cylindrical cells. This layer decreased in thickness from 
the internal os to the fundus; from it, cell-processes dipped down as far as the muscle 
layer, but nowhere were there cell-nests or evidences of malignancy. The cervical 
canal was lined with the same stratified epithelium, only here it was thicker and, in 
the posterior wall, the cell-processes dipped down deeply—penetrating the muscle- 
layer and containing cell-nests—typical squamous carcinoma: on the portio vaginalis 
and adjacent vagina was found the same epithelial layer, decreasing in thickness from 
the external os downwards. 

From these findings, Schauenstein concludes that a primary squamous carcinoma 
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in the posterior wall of the cervix had spread superficially upwards into the body of 
the uterus, and downwards into the cervix and vagina. 

v. Rosthorn’s case was very similar to this: the normal epithelium of the body 
and cervix was replaced by a stratified squamous epithelium, sending down processes 
as far as the muscle, but no further, and containing no cell-nests. v. Rosthorn held 
that this was neither wholly benign nor wholly malignant, but was a precancerous 
condition; he also considered that it was a later stage of a true psoriaris uteri, in 
which there is a metaplasia of the normal uterine epithelium into a squamous stratified 
epithelium, and in which, as in psoriasis of the tongue, a precancerous stage is passed 
through, which finally develops into squamous carcinoma. This case caused an 
enormous amount of controversy, and developed quite a literature of its own, which 
Schauenstein critically discusses. He points out that he examined microscopically 
every part of the uterus and cervix in his own case, and if he had not, the small 
area of carcinoma in the posterior wall of the cervix would never have been discovered, 
and there would have been the same difficulty in explaining the condition aright as 
v. Rosthorn had found in his case. Now, in v. Rosthorn’s case, the uterus was not 
examined with the same minuteness, and this probably accounts for no definite 
primary carcinomatous growth being found. Apart from this, the microscopical 
details of the two cases entirely agree, and Schauenstein concludes, therefore, that 
v. Rosthorn’s case is a squamous carcinoma, which probably had its primary seat in 


the cervix, and from there had spread superficially upwards and downwards. Thus, 


Gebhard is once more vindicated. Earpiey 


Squamous Carcinoma of the Tube. 

OrtHMANN, Berlin. Miinchener m. Wchnschr., 1907. No. 27, 8. 1,344.—In a 
woman 51 years of age, the menses were irregular and profuse; she had suffered from 
severe pains for six weeks, and a diagnosis was made of multiple uterine myomata. 
An attempt at vaginal extirpation failing on account of extensive adhesions, the 
uterus and adnexa were removed by the abdomen, and the woman recovered. There 
‘were many subserous myomata in the uterus, serous sactosalpinx on the left side; the 
right tube was much thickened, and throughout its length formed a solid tumour with 
a minute linear lumen, and the tube was adherent to the fundus of the uterus. 
Microscopic examination revealed extensive inflammatory changes, with direct trans- 
formation of the cylindrical epithelium into flat cells, not only on the surface, but 
also in the substance of the folds of the mucosa, and further, large, hard nodules of 
large squamous epithelial cells and characteristic pearls of concentric layers of cells. 


The Pathology of Sarcoma of Uterus. 

Meyer. Beitrige zur pathologischen Anatomie (Ziegler). Bd. xlii., Ht. 1.— 
Morphologically, sarcoma of muscular origin varies considerably. Round cells, 
spindle cells mixed with muscle cells, and forms, transitional from the muscle cells to 
these, are present. It is probable that the origin of the sarcoma is in the muscle cells 
themselves, and not in the intervening connective tissue, and that sarcoma of the 
uterus is really a malignant leiomyoma. Changes occur in the muscle cells to such 
an extent as to make them unrecognizable, as such. That the transition between 
myoma and muscle cells into spindle-celled sarcoma is regular, Meyer has no doubt, 
and he therefore names the growth muscle-celled sarcoma or sarcoma myomatoides. 

Alveolar sarcoma of the uterus occurs very rarely. It is, according to Meyer, 
not a distinctive form, and it is difficult to say whether the stroma present is derived 
from the normal stroma, or from a pre-existing tumour germ. 

Liposarcoma is referred to as a rare condition, in which a myoma is combined 
with a mixed-cell sarcoma, in both of which fat is present. These fat cells are not 
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developed in the muscle or connective tissue cells, but are probably embryonic in 
origin. 
Several illustrative cases are cited with detailed microscopical characteristics. 
E. Scorr CaRMIcHAEL. 


Chondrosarcoma of the Cervix Uteri (Grape-like Sarcoma). 

Micuet and Hocne. Annales de Gynécol. et d’Obstét., October, 1907.—This case 
occurred in a woman of 35, who had had three pregnancies, her last child being 
six years old. For eighteen months she had suffered from severe uterine hemorrhage. 
A doctor was consulted and removed what was taken to be a polypus. Three months 
afterwards the bleeding recurred, and a large grape-like polyp was found growing 
from the cervix. This was removed and the base cauterized. Two months later 
bleeding came on again more abundantly, accompanied with bearing-down pains. 
The tumour in the vagina had recurred, and was now much larger. It had a well- 
marked “ grape-like appearance, some of the vesicles being hard, others, soft, friable 
and oedematous. There was no invasion of the body of the uterus or of the broad 
ligaments. Abdominal hysterectomy was performed, and the patient recovered. 
The tumour had a pedicle growing from the sides of the cervical canal, from an area 
of old inflammatory tissue. Sections of the specimen showed chronic inflammation 
of the mucosa of the cervix, which had given rise to inflammatory sclerosis of the 
tissues and to the production of a polypoid hyperplasia of the cervical endometrium. 
It was in the area of the cicatricial sclerosis of the cervix that definite sarcomatous 
changes were found. ‘Cartilaginous formations were noted in several parts of the 
section. Abdominal hysterectomy, according to the author, is the only method of 
treating such cases, as only by this means can the extent of the lesion be determined, 
and extensions into the glandular or connective tissue dealt with. Local removal of 
the growth per vaginam, or partial operation on the vaginal cervix, is useless. 

C. Husert Roserts. 


On the Etiology and Treatment of Chorionepithelioma, and 
especially on the Treatment of Hydatid Mole. 

Kroner (P.), Giessen. Deutsche m. Wcehnschr., 1907. No. 33.—Of 17 cases of 
hydatid mole here reviewed, the majority affected multiparous women; 9 were com- 
plicated by severe renal disturbance; one by early signs of intoxication (nephritis, 
amaurosis) and by eclampsia in the fourth month; five weeks later, a radical opera- 
tion had to be done for chorionepithelioma. Ovarian tumours were found in 10 cases, 
three of which were operated upon, and chorionepithelioma supervened in 7 of the 
17 cases. The histological structure of the scrapings obtained by exploratory curetting 
gave no definite distinction between benign and malignant growths, so that Krémer 
considers the clinical syndrome to be of the greatest importance. In four cases 
curetting repeated once or twice brought about a cure. In addition to the seven cases 
of malignant chorionepithelioma after hydatid mole, Krémer has seen that new 
growth in three instances after abortion or completed gestation; these cases were not 
seen for treatment (or diagnosis) till far advanced, and they ran a rapid course with 
metastases by way of the lymphatic or blood vessels (lungs). Krémer suggests that 
a deep intramural embedding in the uterus may possibly be a preliminary to the 
formation of a chorionepithelioma. 


The Histology and Clinical Significance of Malignant Chorion- 
epithelioma. 
Scumaucn (Grorce). Surgery, Gynecology and Obstetrics, September, 1907.— 
This is a very elaborate paper with a review of 206 cases. It deals with instances of 
spontaneous recovery, and also with the differentiation between benign and malignant. 
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chorionepithelial proliferations. Justice cannot be done to the paper in an abstract, 
but attention is drawn to it for the benefit of those specially interested in the subject. 


The paper is beautifully illustrated with 11 plates. Ropert JARDINE. 


Chorionepithelioma Malignum after Hydatid Mole and Abortion. 
Bauer. Deutsche m. Wchnschr., 1907. No. 38.—The author records a case of a 
woman, et. 45, in her ninth pregnancy, with characteristic symptoms. After curette- 
ment, the uterus was removed by Wertheim’s method. The case is discussed more 
especially in connection with the two symptoms drawn attention to recently by 
Krémer (ante, October, p. 329). Albuminuria was present, due either to a primary 


glomerular nephritis, or an ascending pyelonephritis. The enlargement of the ovaries 


referred to by Krémer was absent. E. S. CarMIcHAEL. 


The Syncytium. 


Bransom (L. H.). Journ. Amer. Med. Assoc., 1907. Vol. lxix., p. 1,110.—The 
syncytium is made up of a continuous granular protoplasmic mass, in which there are 
numerous nuclei but no well-defined cell walls. The proptoplasm stains readily, and is 
rich in chromatin nodules. Its surface is covered with projections of newly-formed 
tissue. The syncytium has a special affinity for acid dyes, stains more deeply, and 
has larger nuclei, than the cells in Langhans’s layer. About the fifth month Langhans’s 
cells begin to degenerate, and by the end of term may be entirely wanting, but the 
syncytium generally persists with its characteristic features. 

Ihe author discusses syncytial metastases and the relation of the syncytium to 
the toxemia of pregnancy, without adding anything new either as regards facts or 
their interpretation. Hydatidiform mole and deciduoma malignum are also discussed, 
and the paper closes with a reference to the probable teratomatous origin of certain 
tumours of the testicle which are practically identical with chorionepithelioma. 


C. Nepean LonGRIDGE. 


The Histology of the Early Placenta of Macacus Nemestrinus. 

Duckxwortn (W. L. H.). Proceedings of the Cambridge Philosophicai Society. 
Vol. xiv., Part iiii—This paper records the histological conditions in an early stage of 
placental formation in macacus nemestrinus. The decidual formation was that known 
as decidua compacta basalis, no decidua reflexa being present. The “wall” or cir- 
cumvallation, described by Selenka in Semnopithecide was not present. The uterine 
tissues immediately below the area of attachment of the blastocyst, and also for some 
distance on either side of this, were cedematous. Immediately beneath the blastocyst, 
there was an accumulation of fibrinous exudation, by which the apparently degenera- 
ting cells of the uterine epithelium had been thrust off, probably to be destroyed 
either by the action of the embryonic ectodermal cells, or by that of leucocytes, or by 
both methods. There was no evidence of the transformation of cells of the uterine 
epithelium, or of the glandular lining, into syncytial masses, as described by Selenka 
in Semnopithecus and by Langhans and Merttens in man, nor could the cell nests 
found in the mucosa by Selenka be identified. 

The evidence of the sections leads to the conclusion that the intervillous spaces are 
not lined by any derivatives of maternal cells. The epithelial cells lining the uterine 
glands play no permanent part in the formation of placental tissues. The gland cells 
may be largely destroyed through hemorrhage into the lumen of the gland before 
they meet any embryonic tissues; when they do meet, the former seem to be 
destroyed, the latter to persist. Two varieties of embryonic ectodermal tissue take 
part in these processes; (1) the outer, more deeply stained and, in places, discontinuous 
masses, the so-called syncytial tissue (plasmoditrophoblast) which does not seem to 
play a permanent part in the placental formation, though it may invade capillary 
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vessels and uterine glands, and seems to determine the opening up of communications 
between the maternal capillary vessels and the intervillous spaces; and (2) a tissue 
identified with Voigt’s Grundschicht of the villous processes (cytotrophoblast ’), 
which is the tissue that has permanent relations to the placenta as ultimately con- 
stituted. 

These conclusions are drawn from the examination of a series of 520 sections, cut 
through a small hemispherical projection and the subjacent tissue at the upper part of 
the posterior wall of the uterus, stained in bulk and some counterstained in eosin. 
About ten of these are figured with detailed descriptions, and will well repay study 
by pathologists interested in placental growths and chorionepithelioma. 


The Extended Abdominal Operation for Cancer of the Uterus. 
Wertueim, Vienna. Miinchener m. Wcehnschr., 1907. No. 27, S. 1,341.—The 
author reported to the German Gynecological Society upon more than 120 cases 
operated upon more than five years previously. Recurrence took place in 53 of 87 
cases which had been kept under observation but 61 per cent. of all cases operated 
upon had remained free from recurrence for 5 years. The absolute proportion of 
cures, on Winter’s basis, was 25°6 per cent., and many of the cases had been very 
severe ones; only 24 would have been accessible by the vaginal way, and some others 
7 had been declined by other surgeons. There were 60 more cases free from recurrence 


7 for 4 years, and among the cases longer under observation, there had been no re- 
i currence in the fourth year. Of these 60 cases two-thirds are still well, and if these 
are added to the other cases cured, the absolute proportion of cures is increased to 
a 32 per cent. This improvement in the results of the abdominal method is due to 


increased skill in operating and to avoiding accidental injuries. The removal of the 
glands is not unimportant. The four cases reported from Kiel, in which extensive 
metastases in the glands were removed, are still free from recurrence. The primary 
mortality has, owing to the shortening of the necessary narcosis, in the last 140 cases 
fallen to 87 per cent. The length of the operation, on the average, is one hour. 
Wertheim does not use gloves except in septic cases, or the extreme recent method 
of wound protection, and attributes his improved results, to not opening the vagina 
till late in the proceedings, to the use of his rightangled clamps, and to the shortening 
of the narcosis. He described his technique with the aid of photographic illustrations. 


Mackenropt. Miinchener m. Wcehnschr., 1907. No. 27, S. 2,841.—The author 
reported a series of cases, most of which were inoperable by the vagina; in some, 
extremely advanced, the rectum had to be exterminated also. He can look back on 
operations for six years and a half, and with an operability of 92 per cent., a primary 
mortality of from 19 to 21 per cent. In cases in which the parametria were but little 
affected, the mortality would only amount to between 5 and 10 per cent. Death was 
not usually due to sepsis, but deaths occurred soon after operation from heart failure, 
or owing to long existent renal disease; and further, there was a secondary mortality 
from chronic nephritis; indeed, among 144 cases, 11 died from six to eighteen months 
after operation from this cause. This mortality might be diminished by improving 
the functional activity of the bladder and kidneys. Up to one year after operation 
there had been no increased postponement of recurrence. Operation in 144 cases had 
been survived from eighteen months to six years; cures might be claimed in 51 per 
cent. of all cases. 


Extirpation of the Carcinomatous Uterus. 

OrsHavsen, Berlin. Miinchener m. Wchnschr., 1907. No. 27, S. 1,841.—At the 
Dresden Congress of the German Gynecological Society, Olshausen gave a short 
account of the results of vaginal extirpation of uterine carcinoma. He is deterred 
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from adopting the abdominal operation by the great frequency of accidental injuries, 
the serious cases of cystitis, the suppuration of the abdominal walls and phlegmons 
of the pelvic connective tissue. In 528 vaginal operations there were only 4°7 per 
cent. of accidental injuries (of bladder and ureter). But it is not sufficient to push 
the bladder out of the way at the beginning of the operation, this has to be done 
again when dealing with the lower parts of the broad ligaments. The report of his 
permanent results shows them to be twice as favourable in cancer of the corpus as in 
that of the cervix. On the whole the results are not satisfactory, and probably no 
better can be obtained by this method than Olshausen has obtained. 


Tuberculosis of the Portio Vaginalis. 

Garxiscu (A.), Prague. Prager m. Wchnschr., 1907. No. 17.—In a patient in 
v. Franque’s klinik, after the diagnosis of tubercle of the portio had been established 
by a test incision, the hypoplastic uterus was extirpated. The cervix, corpus and 
tubes were all found to be infected, as one must suppose, through the blood. The 
patient showed no signs of the disease elsewhere, nor were her husband or parents 
tuberculous. 


Cystic Sarcoma of the Ovary in a Hermaphrodite of Male Aspect. 
Laparotomy. Death from Recurrence five months afterwards. 
Cuavvet. Annales de Gynécol. et d’Obstét., October, 1907.—A very interesting 
case of a tumour in the abdomen of a hypospadic cryptorchid who, up to the age of 
15, had been following the ordinary vocation of a sailor. The external appearance of 
the genitals were of the male type. The patient consulted Chauvel on account of 
abdominal swelling and pain, which apparently had been diagnosed as appendicitis. 
When first seen, there was a mobile and very painful swelling the size of a fist in 
the right iliac fossa. The history was that the tumour had grown very rapidly, 
and, during the last three months, there had been crises of pain of great 
severity. Operation was at first refused, but as in one month the tumour increased 
so much that it filled the whole abdomen, the parents consented to something being 
done. The patient was now very ill and wasted, with a pulse of 140, and a tempera- 
ture of 102'2°, and had frequent vomiting. An enormous colloid cystic tumour was re- 
moved by abdominal section. A rupture at its upper pole had given rise to consider- 
able intra-peritoneal hemorrhage. The pedicle of the tumour was small and consisted 
of the right Fallopian tube. The left ovary and tube were perfectly normal. No 
uterus could be discovered, and the floor of the pelvis otherwise resembled that of 
a male. The tumour weighed 6°5 kgr., and originated from the right ovary. 
Microscopical examination proved it to be a cystic sarcoma of the most malignant 
type. After a somewhat tedious recovery the patient left the hospital still in a weak 
condition a month after the operation, and three months later he again began to 
suffer from abdominal pain. Recurrence was very rapid, and five months after the 
operation the whole abdomen was filled by a huge mass of sarcoma which rapidly 
proved fatal. No autopsy could be obtained. C. Husert Roserts. 


Two Cases of Solid Teratoma of the Ovary. 

Wiuamson (H.). St. Bartholomew's Hospital Reports, 1907. Vol. xlii., p. 113.— 
The patient in the first case, a girl of 16, came to the hospital complaining of increase 
in the size of the abdomen, irregularity of and increased pain at the menstrual periods. 
On examination an elastic tumour was found rising almost to the level of the costal 
margin; this was removed by abdominal section, and proved to be a partly solid and 
partly cystic growth of the left ovary. The right ovary was healthy. The patient 
died in 3 months from abdominal metastases. 

In the second case, the patient was a young woman of 23, who had noticed some 
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enlargement of the abdomen for a year, and a definite tumour for 5 months. She was 
found to have a firm, nodular, abdominal tumour, reaching up to the costal margin. 
At the operation this tumour was found to arise from the left ovary, the right 
being healthy. The patient was well 8 months afterwards. 

A careful pathological study of these tumours disclosed in each the usual mixed 
structure of a teratoma—areas of cartilage, bone, and unstriped muscle imbedded in 
an embryonic connective tissue ground substance, with epithelial tubules and nervous 
elements representing various visceral and nervous structures. 

The specimen from the first case was especially interesting in that it contained 
undoubted liver tissue, the presence of which Wilms states, has not hitherto been 
described. It also contained a mass of atypical epithelial cells of a malignant nature. 
The paper contains a short study of these curious tumours. Reference is made to 
testicular teratomata, and seven cases of abdominal teratomata unconnected with the 
sex glands are quoted. The ovarian teratomata are considered more fully, and short 
abstracts of recorded cases of solid ovarian teratomata are given from which the 
writer makes certain deductions as to their natural history and clinical manifestations. 
He finds that the solid teratomata are nearly all intensely malignant tumours occurring 
most often between the ages of 13 and 23, and that in their clinical features they 
present no characteristics which distinguish them from other malignant tumours. 
In his concluding observations on the origin of these growths he says: “At one time 
they were believed to be the result of impregnation by the devil, and this theory, 
besides being simpler, has quite as much to commend it as some of the more modern 
J.S.F. 


ones. 


Rupture of an Ovarian Cyst during Pregnancy. Severe Internal 
Hzmorrhage. Laporatomy. Recovery. 

Morestin. Annales de Gynécol. et d’Obstét., October, 1907.—The patient, a married 
woman of 30, was admitted to the Hospital Dubois under Morestin, on account of 
abdominal collapse and enormous distension of the abdomen. She was evidently about 
four months pregnant. An abdominal section was made immediately, and a ruptured 
cyst was exposed which grew from the right ovary. It was of a dark violet colour, 
and as large as a foetal head at term, and in every way resembled a cyst with a 
twisted pedicle. It was removed, and the abdomen closed in the usual way. Two 
days afterwards the patient miscarried, and a dead, macerated, 4 months’ foetus was 
expelled. The case eventually did well. C. Husert Roserts. 


Salpingitis caused by Appendicitis. 

Stone (I. 8.). Journ. Amer. Med. Assoc., 1907. Vol. xlix., p. 1,025.—In a 
patient seen three days after the commencement of an attack of appendicitis, the 
pulse was 135 and the temperature 102°5°, but in three days’ time the temperature 
came down to normal, and the abdomen was opened. The appendix and a portion 
of the cecum, about the size of a dollar, were necrotic. The pelvis and the infected 
area were walled off, and there was an ounce of pus in Douglas’s pouch. The pus had 
probably come from a recently burst abscess in connexion with the appendix, because 
the pelvic structures in contact with the pus were not altered in appearance; the 
adnexa were not inflamed. A drainage tube was inserted and the abdomen closed. 
On the tenth day there were signs that the right tube was distended with pus, and a 
considerable quantity was evacuated through an incision behind the cervix. The left 
tube was afterwards affected in the same way, and was opened. The patient developed 
a fecal fistula which closed spontaneously in two weeks, and she made a perfect 
recovery. C. Nepean LoncripcE. 
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REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Ordinary Meeting held at Liverpool, Friday, October 18th, 1907, Dr. E. O. Crort 
(Leeds), President, in the Chair. 
Dr. W. E. Fornerciit read notes on a case of 


INTRALIGAMENTARY 
a full report of which will be found elsewhere in this number (p. 444). 
The case was discussed by the Presipent, Professor A. MeLvItLte Paterson, and 
Dr. W. K. Watts, and Dr. Foruercit replied. 
Dr. ArcuipaLD Donatp (Manchester) described a case of 


Unvusvat Post Crimacreric H=MoRRHAGE, 

occurring in a patient aged 66 years. She was married and had one child, 38 years 
ago. Menstruation began at the age of 13, and there was nothing unusual in the 
periods until they ceased at 39 years of age, i.e., 27 years ago. For 16 years there 
was no discharge of any kind, then irregular hemorrhage began, and has continued 
up to the present time. The intervals between the attacks were variable—sometimes 
two or three months, at other times only two or three weeks. The duration of the 
flow lasted from two to ten days, and there was no pain of any moment. Since 
Christmas, 1906, the bleeding, although only lasting for three days, had been very 
profuse, and in the intervals a thin watery discharge was present. Her general 
appearance was striking; the face was of a lemon yellow tinge, and the mucous 
membrane of the eyelids and gums was quite pale. The pulse was about 90 per 
minute, and there was a diffuse precordial pulsation. 

Abdominal examination revealed nothing abnormal, but bimanually the uterus 
was soft and globular and enlarged to about the size of a two months’ pregnancy. 
Although the exact nature of the disease was somewhat doubtful, it was decided 
that the only chance of survival for more than a few months lay in the removal of 
the uterus. Vaginal hysterectomy was accordingly performed on May 18th, and the 
patient made an uneventful recovery. 

Pathological report. The uterus was enlarged, and its cavity contained a diffuse, 
irregular growth, apparently originating in the endometrium, but also invading the 
musculature. Microscopically, the tumour was shown to possess malignant characters, 
cylindrical masses of epithelial-like cells, invading the deeper tissues. The appearance 
was not altogether like that of the usual glandular carcinoma, and Professor Lorrain 
Smith expressed the opinion that it was an endothelioma, probably originating from 
the lymph spaces or blood-vessels either of the endometrium or muscular wall of the 
uterus. 

The interesting feature of the case was the long history. It would seem scarcely 
probable that a tumour malignant from the first should exist for eleven years. A 
point on which further information was needed, was regarding the time that cancer 
of the uterine body may exist before causing acute symptoms. In this particular case 
there was never any acute pain, nor any marked wasting, and although there was a 
watery discharge it was entirely free from odour. 

Dr. H. Brices and Dr. T. E. Watker (Liverpool) read a paper on the 

ParHotocy or Sotrp Ovarian Tumours. 

In the hospital and private practice of the former during a period of 20 years and 
8 months, 488 ovarian new growths were removed by operation. They were arranged 
in two groups, the cystic group of 439 including 284 adenocystomata, 44 dermoids, 
36 broad ligament cysts, 24 papillomata, 50 carcinomata, 1 perithelioma (sarcoma) ; 
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and the solid group of 49, including 31 ovarian fibromata, 1 cellular spleenlike 
tumour, 3 fibromata of the ovarian ligament, 3 adenomata, 1 surface papilloma, 
8 solid carcinomata, 1 solid teratoma (myxo-chondro-sarcoma), 1 round-celled sarcoma. 

In the cystic group, Dr. Walker, during a recent research on ovarian cancer, had 
found 50 ovarian cystic carcinomata and one ovarian sarcoma (a perithelioma). 

The rarity of cystic sarcoma was alluded to and compared with the statistics of 
Veit and Martin, and with the general statements found in text-books. 

The paper was otherwise exclusively confined to the solid tumour group. 

Thirty-one fibromata in 488 indicate the occurrence of these tumours in 6'4 per 
cent. ; the common text-book statement is 2 per cent. 

The wide range of structure, observable amongst these tumours from the structure- 
less, or almost structureless, calcified fibroma to the highly cellular new growth was 
pointed out, and especially in reference to the latter, a brain-like tumour and a spleen- 
like tumour, each of large size, were specially dealt with; the former consisted of 
round cells and looked suspiciously sarcomatous when removed in March, 1897, from 
a girl, aged 154 years; this patient is now alive and in vigorous health at the age of 
26; the spleen-like tumour, as the after history of the patient attested, was also 
innocent. The former was included in the fibromata, but the latter contained so little 
tissue apparently fibromatous that it was placed in a separate table, under its own 
briefly descriptive heading of a cellular, vascular, spleen-like tumour. 

These features, however, were exceptional in the structure of ovarian fibromata. 
The common fibromatous tumours in the series consisted of spindle and round cells, 
embedded in a fully formed fibrous interlacement in varying proportions. 

The position of the ovarian fibromata, amidst solid ovarian tumours, was now well 
established, and was no small tribute to the initial work of Leopold, published in 
1874. 

The fibromata, included in the paper, were arranged under the three accepted 
forms of ovarian fibromata, fifteen diffuse, nine circumscribed and seven pedunculated. 
The diffuse, the most numerous, was bilateral in two cases, and in seven instances 
the patient was beyond the menopause. Of the total the menstruation was absent in 
two diffuse and one circumscribed; otherwise it was regular in four diffuse, three 
circumscribed and four pedunculated; irregular in one circumscribed; diminished in 
one diffuse. Pregnancy in two cases, both of circumscribed growths, was undisturbed 
by the operation. The pedicles were twisted in one diffuse, one circumscribed and 
one pedunculated. 

Ascites was recorded as present in twelve, absent in nineteen. It was least fre- 
quent with the circumscribed tumour, being present in two, absent in seven; with 
the diffuse form absent in eight, present in seven; with the pedunculated present in 
three, absent in four. Its zxtiology was considered. 

The fibromata of the ovarian ligament and the valuable work of Doran in this 
connexion were alluded to. 

A solid teratoma, a rare surface papilloma and a round-celled sarcoma were each 
described and illustrated. 

The rest of the paper consisted of a report by Dr. Walker on the solid adenomata, 
of which there were three cases, and on the solid carcinomata, of which there were 
eight cases, seven bilateral and one unilateral. Of the seven bilateral six were 
definitely secondary, two to primary scirrhus of the breast, and four to growths in 
the large bowel. In the seventh case, in a woman aged forty-eight, the primary 
growth was unknown, consequently the case was excluded. Six-sevenths of the evidence 
was positively in support of Bland Sutton’s conclusions that solid bilateral carcino- 
mata are secondary. 

The case of unilateral solid carcinoma was described. 

The secondary tumours, above referred to, reproduced the structure of their 
primary growths; scirrhus carcinoma, colloid carcinoma and adeno-carcinoma. 
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ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GyN&COLOGICAL SECTION. 
Inaugural Meeting of this Section, held October 10th, 1907, the President, 
Dr. Hersert Spencer, in the Chair. 
Dr, Amanp Rovtu read a short communication on a case of 
CzsaREAN HysTEREcTOMY FoR ATRESIA VAGIN2, 
which appeared in full in the last number of the Journat, p. 384. 

The Presipent said he agreed with the author that the extensive cicatrization in- 
volving the bladder furnished a clear indication for Cesarean section, to be followed 
by hysterectomy. He had seen very extensive vaginal cicatrices yield to the pressure 
of the head in natural delivery, but in Dr. Routh’s case this would have entailed great 
risk of injury to the bladder. He would prefer total hysterectomy, if practicable, to 
supravaginal hysterectomy, on account of the free drainage which it afforded. 

Dr. Tate read a short communication on a case of 

CEpemATous FisroMa oF THE PELvis, 
which appears amongst the Select Clinical Reports on p. 436 of this number of the 
JOURNAL. 

Mr. Atpan Doran asked if the fibroid removed chiefly occupied the mesosalpinx 
or mesometrium, the portion of the broad ligament below the level of the ovary. 
In Mr. Doran’s own case, published in the 41st volume of the “Transactions of the 
Obstetrical Society of London,” the bulky mass lay between the folds of the meso- 
metrium without opening up the mesometrium, so that the Fallopian tubes and ovaries 
lay free in the upper surface of the tumour. When removing a fibroid by enucleation 
from the mesometrium the surgeon must remember that the ureter may run above it, 
though as a rule it runs below the tumour, in which case it may be firmly adherent 
to the lower surface of the new growth. 

Prof. W. E. Drxon and Dr. Frank E. Taytor gave an 

Eprpiascopic DEMONSTRATION ON THE PHysIoLoGicaL ACTION OF THE PLACENTA. 
They set forth the results of an investigation in which they are engaged into the 
physiological effects which result from the intravenous injection of placental extracts 
into cats, rabbits, and dogs. The extracts were made by mincing fresh normal human 
placentz, extracting with absolute alcohol, evaporating to dryness, and taking up the 
residue in saline solution. A series of tracings showing the results they obtained were 
projected on to the screen by means of the Epidiascope, and the effects of intravenous 
injection of placental extract on the circulation, the intestinal volume and movement, 
and on the uterus, were demonstrated. There was a striking rise of blood pressure, 
following a preliminary fall, on injection, which was chiefly due to constriction of the 
peripheral arterioles. The general effect on the circulation was very similar to that 
produced by adrenalin, but differed from it in three ways: (1) A less rapid rise of 
blood pressure; (2) a more prolonged rise, and (3) a less marked cardiac effect. In- 
testinal volume was decreased, and the movements were inhibited. In the uterus the 
results differed in the pregnant and non-pregnant condition. In the pregnant uterus 
there was an increased tonus of the uterine musculature, together with a well-marked 
increase in its rhythmic contractility. They concluded that the placenta produces a 
chemical substance, which develops with the ripening of the placenta, and which, by 
contracting the uterus and the vessels, may induce the onset of normal labour. 

The Presipent thanked the authors for the interesting and valuable demonstration 
they had given, and he hoped that many more papers dealing with experimental work 
would be read before the Section. He asked whether the authors’ results tallied with 
those of Acconci, who had written somewhat extensively on the subject of placental 
extracts. Acconci’s work, “Researches on the formation of the plastein from placental 
extracts,” published in 1906, had only just come into his hands, so that he had not had 
time to master its contents. He thought the authors, in “suggesting a tentative 
hypothesis,” were wisely cautious in drawing conclusions from their experiments. 
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Dr. Macnavcuton-Jonses said that watching the results of the experiments on 
blood pressure, and seeing that the increase appeared to be greater than that of 
adrenalin, placentine would probably prove a valuable physiological agent for ad- 
ministration previous to anesthetization in serious abdominal operations, the more so 
now that the scopolamine, morphia, and chloroform method was frequently adopted. 
Since he (Dr. Macnaughton-Jones) had seen Prof. Schafers’ paper and Mr. Scharlieb’s 
experiments conducted in Edinburgh some few years since, he had always used 
strychnine and atropine for the same cbject. This, of course, was a collateral issue 
arising out of the paper. 

Dr, Amand Rovrts alluded to his case of 

PARTURITION DURING PARAPLEGIA 

(published in 1897 in the “Obstetrical Society’s Transactions,” vol. xxxix.), where 
the spinal cord has been destroyed by injury in the dorsal region five months pre- 
viously. Dr. F. W. Mott and he had suggested that labour was, partly at all events, 
induced by the metabolism of the pregnant uterus. That case clearly proved that 
lactation, which was normal, could not have been induced by reflex nervous action, 
for the spinal cord was destroyed between the nerves going to breasts and uterus, 
and Dr. Routh then pointed to a bio-chemical cause arising in the uterus as being the 
probable exciting cause, acting through the blood. Had the authors experimented in 
this direction by noting the effect of the injection of placental extract upon mammary 
gland activity? He agreed with the authors that perverted metabolism might produce 
an autotoxemia, which might cause albuminuria, acute yellow atrophy of liver, 
insanity and hyperemesis gravidarum. 

Dr. W. 8. A. Grirritn said that the thanks of the Section were due to the 
authors of the paper, for the facts which they had brought forward were the result 
of laborious research. He could not, however, accept the chief conclusion which 
they had drawn from these facts, for there appeared to be no evidence what- 
ever that the substance contained in the placenta, though ascertained to increase 
uterine contraction, was the cause of labour either premature or full time. The 
question of the nature of the labour pains, as distinguished from the contractions 
which are known to occur throughout the active sexual life of a woman, and are so 
obvious during the course of pregnancy, was too large a one to attempt to discuss on 
that occasion. It appeared to him that the contractions of pregnancy are comparable 
to the colicky pains of contraction of the bowel unrelieved, and that the essential 
difference in each case consists rather in relaxation of the orifice than of a new form 
of contraction. There are many agents which increase uterine contraction, but which 
are almost useless for the induction of labour. 

Dr. C. Nepean Lonerines asked Dr. Taylor if the induction of labour was a long 
process in the case of induction at thirty-six weeks, in which he found the placental 
extract was very active. He mentioned that he had found a definite and progressive 
rise of blood pressure in a moderate number of primigravide during the latter months 
of pregnancy. He also referred to the theory of Dr. Blair Bell that labour was 
brought about by the accumulation of calcium in the blood. But since calcium was 
practically insoluble in alcohol it could not be a constituent of the extracts which 
Dr. Taylor had used in his experiments. One could not, however, assert that calcium 
salts had nothing to do with the matter, because there are so many examples in 
which vital activity depends on the interaction of organic and inorganic substances 
in the body. 

The following specimens were shown :— 

(1) Chorionepithelioma of the uterus, with metastases in the vagina, lungs, liver 
and brain, by Dr. T. W. Eden. A paper based on this case appears as an original 
article on p. 424 of this number of the Journat. 

(2) An instrument, by Dr. R. Wise. 

(3) A pregnant uterus with fibroids, by Mr. J. Bland-Sutton. 
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REVIEWS OF RECENT BOOKS. 


Some SuccessruL Prescriptions. By A. Herbert Hart, M.D. London: John Bale & 

Sons, 1907, 4to, pp. 18. Price 1s. net. 
Tue naiveté displayed in this brochure disarms criticism. One evening, after surgery 
hours, the author, a medical practiticner at Doncaster, sat down and wrote out a few 
of his own favourite prescriptions each under its appropriate heading. Whether he 
had in his mind at the time the intention of publishing them or whether their publica- 
tion was the result of an after thought, it does not concern us to know. At any rate 
he has published them, with a few notes, in a form that might almost be called 
luxurious, so spacious is the page, so ample the margin. Those of his professional 
brethren who like their prescribing made easy—and there are few of us who do not,— 
ought to be grateful to him. It is a matter of common observation that the majority 
of medical men, whether in consulting or in general practice, find themselves ringing 
the changes on a very limited number of prescriptions. We have recently been 
assured by an organist that if he could have twenty hymns and appropriate tunes of 
his own selection, he could dispense with all the rest without a sigh. Probably most 
of us would be content to be limited to about the same number of therapeutic 
formule, and quite able with this number to meet-all the ordinary demands of 
medical practice. Anyway, we can now try the experiment, for here is a series of 
carefully drawn up, and for the most part excellent, formule, twenty in number. 
As evidence of their all-embracing character, it may be mentioned that even in that 
small number is included a prescription for the malade imaginaire, here stigmatized, 
with perhaps undue severity, as the “malingerer.” The same mixture that is said to 
be good for the malingerer is recommended also as a “placebo” in those numerous 
cases in which there is no special therapeutic indication and which the author, follow- 
ing tradition, divides into three classes, viz., cases (1) where it does not matter; (2) 
where there is nothing the matter; and (3) where “you do not know what is the 
matter.” That he regards Class 3 as a very large one seems evident from the small 
demand made on the prescriber’s diagnostic powers throughout the book. The pre- 
scription with the delightfully comprehensive heading “For skin diseases” may be 
quoted as a case in point. 

We have noticed but two misprints, one of which, curiously enough, occurs in the 
annotations appended to the only prescription in the book that comes within the scope 
of this JounNAL, and that justifies this notice of it in our pages. In a note to the 
prescription for uterine hemorrhage, attention is called to the undoubted “ oxytoxic” 
properties of ergot, an error that, whether it be on the part of author or of com- 
positor, one cannot in these days wonder at, for the family of toxins is large and 
increasing and much talked of, wh the oxytocics are few in number and of 
lessening repute. 

We have already exceeded our allotted space, but cannot close this brief notice 
without thanking the author for a novel and interesting, though not, it may be, very 
serious contribution to the literature of what is said to be an almost lost art—the art 
of prescribing. C. 


Cancer or THE Woms. By Frederick John McCann, M.D. (Edin.). (Oxford Medical 
publications.) Royal octavo, 172 pages, 46 illustrations. London: Henry 
Frowde (Oxford University Press) and Hodder and Stoughton, 1907. Price 
20s. net. 

The term Cancer of the Womb is used by the author to include Sarcoma and 

Chorionepithelioma, as well as cancer properly so called. The chapters devoted to 
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the two former subjects are the most satisfactory in the book, that on Chorion- 
epithelioma, which Dr. McCann still prefers to call Deciduoma, being especially 
interesting ; notes are given of four cases of the disease which have occurred in the 
writer’s practice, two of them having already appeared elsewhere, while the remaining 
two are now published for the first time. The account of Sarcoma of the uterus is 
well done, and is illustrated by two cases from the writer’s practice. The cases are 
divided according as they arise in the mucous membrane, or in the muscular coat of 
the organ, and the somewhat cryptic opinion is expressed (page 107) that “it may be 
that sarcomata of the cervix are not so rare owing to the frequent neglect of micro- 
scopic examination.” 

The foundation of the work on Uterine Cancer, properly so-called, is made up 
of 42 cases in which the author has performed vaginal hysterectomy; of these, 
short sketchy accounts are given in chapter 12. Many of the cases are mentioned 
again and illustrated in the systematic description of the clinical varieties of the 
disease in the earlier portions of the volume. The morbid anatomy and microscopic 
appearances of the disease, in the author’s cases, are described too briefly to be of 
service to the special student, and the illustrations are of very unequal merit, many 
of them bearing little or no resemblance to the disease as found in the living subject; 
and this, in spite of the employment of photography in order that the reproductions 
may be accurate. As a matter of fact the diagrams on plates ii., iii., and xxiv., 
appear to us to be more informing than many of the photographs. 

The systematic account begins with the usual chapter on anatomy, followed by an 
account of the etiology. In the latter, it is interesting to note the writer’s statement 
that for some years it has been his practice to treat well-marked erosions of the cervix 
by excision, or in bad cases by vaginal amputation of the cervix, and his opinion that 
these operations are of great importance in the prevention of cancer. The observations 
of Farmer, Moore and Walker, and the theories of Dr. Beatson, of Glasgow, on the 
nature of cancer, are considered, but no reference is made to the results of the 
Cancer Investigation Committee. In the clinical and pathological parts of the book, 
the classification employed by the author is that which has been commonly in use for 
many years past. Loose and doubtful statements are not rare, and are sometimes self- 
contradictory ; thus, on page 64, “the glands of the uterine mucosa are lined by 
cylindrical epithelium showing little difference in the body and cervix”; and on 
page 65, “in the early stages the cells of the cervix and body retain the colour 
reactions and position of the nucleus, so that the origin of the cancer, whether cervix 
or body, can be determined.” Again, on page 64, “squamous carcinoma occurs most 
frequently on the portio vaginalis, less frequently in the cervix and body of the 
uterus; in the latter situations metaplasia precedes the development of the new 
growth”; this is an absolute statement which calls for stronger evidence than has 
hitherto been adduced. The author is, moreover, not free from the tendency, common 
among writers on the subject of carcinoma, to the lax employment of the descriptive 
terms, malignant adenoma, adenocarcinoma, columnar cell carcinoma, and so on; 
surely it should be possible to satisfy the elementary logical requirement of defining 
all the terms and using them in accordance with the definition. 

In the chapter on the Surgical Treatment of Uterine Cancer, supravaginal amputa- 
tion of the cervix and abdominal hysterectomy are discussed, as well as the radical 
operation by the vaginal route. The author’s own experiences of radical operations 
for the disease, as described in the present volume, have been confined to vaginal 
hysterectomy, although he states that he has now begun to employ the abdominal 
method in some cases. His immediate mortality, two deaths in forty-two operations, 
appears to be satisfactory, but the remote results have not been investigated syste- 
matically ; for this omission the author excuses himself on the score that it is difficult 
to trace Hospital patients, a difficulty well recognized, but one that has been sur- 
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mounted by other operators, and notably by Lewers. The account here given of the 
remote results has been gathered from German sources. 

The final chapter of the book is devoted to the author’s after-treatment of opera- 
tions, abdominal and vaginal, which differs in no important respect from that 
commonly adopted by operators of experience in this country. 

In compiling his book Dr. McCann appears to have relied for his information 
almost exclusively on German sources, the references to contemporary English writers 
being conspicuously scanty. This is the less easy to understand, since many valuable 
contributions to the knowledge of uterine cancer have been made in recent years by 
English writers, notably by Bowreman Jessett, Lewers, Briggs, and Sinclair, and 
numerous important papers have appeared in the Journal of Obstetrics and Gynecology 
of the British Empire, as well as in other journals. 

For the special practitioner the book contains nothing that is new, or that is better 
presented than it has been before; while for the general practitioner the author’s 


style is too diffuse and lacks the dogmatism necessary to convey clear conceptions of 
the disease. 


DER GyNAKotociz. By Max Runge, Professo: of Obstetrics and Gynexco- 
logy in Géttingen. Third edition. With numerous illustrations in the text. 
Berlin : Julius Springer, 1907. Price M. 10. 


Four years have elapsed since the appearance of the second edition of Professor 
Max Runge’s Text-book of Gynecology; and although gynecology has no signal dis- 
coveries to record in this time, there has been a steady advance of knowledge. On 
this ground we may give to this third edition a rather fuller consideration than is 
usually required by later editions; and a further reason for so doing might be adduced, 
namely, the probability that some of our readers may not be acquainted with the 
earlier editions of this work. For the proper appreciation of Runge’s Gynecology, we 
must realize that it is in a sense a “Part II.,” the author’s treatise on obstetrics 
forming “ Part I.,” of a complete system of obstetrics and gynecology. Unless this 
is borne in mind, the present volume will appear incomplete: for example, the sub- 
ject of Extra-uterine Pregnancy is not touched upon at all, with the exception of a 
few paragraphs about hematocele. 

Professor Runge has a definite appreciation of the interdependence of a woman’s 
pelvic condition and her general health. He says that “the duty of the gynecologist 
consists, not in healing or removing a diseased organ, but in treating a sick woman.” 
The reminder is not superfluous: a lack of understanding of this principle makes it 
possible to bring about an anatomical without a symptomatic cure, and may supply 
the picture of a sick woman with healthy organs. 

In the preface we are told that special care has been taken to indicate the most 
important sources of literature, because, in the author’s opinion a text-book ought 
not only to expound its subject in clear and concise form, but also enable the reader to 
further pursue the literature connected with each chapter. The reader’s first impres- 
sion from the numerous references quoted would undoubtedly be that the important 
sources of gynecological literature are all German : for the author only allows himself 
some half-dozen references to English, French, or American authors. We cannot 
suppose that he is unacquainted with the fact that non-Teutonic nations have had 
their workers, and, indeed, their pioneers; or that he is linguistically unable to 
consult their literature. But even if we assume that the book is written for those 
who know no other language than German, it would still seem not unreasonable to 
expect some recognition of foreign work and workers. 

As regards the general scope of the work, we have first by way of introduction a 
“General” section, which includes observations on Physiology, Hygiene and Dietetics, 
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and some valuable pages on general Gynecological Diagnosis; and then follows the 
main part of the book, on the Pathology and Therapy of the female sexual organs. 
The arrangement is topographical; that is to say that under the heading of each 
organ or region, such as vulva, vagina, uterus, etc., are described the pathology, 
diagnosis, and treatment of each condition. The various operations are not grouped 
together as in some text-books. Diseases of the bladder and urethra are included, as 
we are accustomed to find them in American text-books of gynecology. For the most 
part the descriptions fulfil the author’s aim, and are concise and clear. There is an 
excellent description of chorionepithelioma; but another recently-investigated sub- 
ject, adenomyoma of the uterus, receives only scanty notice. The section on the 
diagnosis of ovarian tumours is clear and complete; for descriptive purposes these 
tumours are divided into those that are large and those that are small. The author 
describes a plan for di8tinguishing between abdominal and pelvic tumours; the uterus 
is drawn forcibly down by an assistant, by means of a volsella, and then, if the 
tumour is pelvic, the pedicle can be felt bimanually. In certain cases the procedure 
might be useful, when practicable; but it would be well for the student to be reminded 
that drawing the uterus down to the vulva may have a permanently bad effect on the 
uterine attachments. 

In speaking of the value of the removal of inflamed appendages we are told that 
in about 50 per cent. of cases the patients are not cured, because of renewed in- 
flammation from the stump, and that better results are obtained by total extirpation. 
We may observe in this connexion that the drawback referred to may be obviated by 
cutting out the uterine ends of the tubes from the cornua of the uterus. Comparing 
the operative with the non-operative treatment of diseased appendages, the author 
points out that a great advantage of operative treatment is that the patients are 
restored to health quickly. 

A useful feature of the book is that a section is devoted to gonorrhceal infection 
as it affects all the organs from the vulva to the peritoneum ; and tuberculous infection 
is dealt with in the same way. This plan conveys to the student a clear idea of the 
significance of these infections. 

In speaking of cervical catarrh the author makes the statement (p. 215, last 
paragraph) that when the os externum is rather narrow and the secretion profuse, a 
plug of mucus may prevent the outflow of the secretion and of menstrual blood, and 
lead to considerable dilatation of the cervical canal. We cannot but think that this 
statement is based on theoretical considerations, rather than on actual observation. 

Professor Runge shows a very proper moderation in the matter of operative zeal ; 
he protests against too indiscriminate operating for uterine displacements, although he 
recognizes that this treatment has its place and uses; he is not at all enthusiastic over 
vaginal fixation of the uterus. We notice that in cases of fibroids requiring hysterec- 
tomy, he does not recommend total hysterectomy as a routine procedure, but thinks 
that the subtotal operation has the wider scope. He is an advocate of a simple 
armamentarium and of rapid operating. 

The illustrations in the book are 112 in number: the majority of them are semi- 
diagrammatic and are decidedly useful from the point of view of the teacher. Fig. 
51 is the outcome of a fine effort of the imagination: it depicts a total prolapse of 
the uterus and shows the bladder extravagantly enlarged. 

Space does not allow of very extensive detailed criticism in the review of such a 
book as this; but we may say of the work generally that it is a very clear, complete 
and trustworthy exposition of gynecology, and supplies all that the students and 
practitioners of the Fatherland are likely to require in this department of medicine. 
As representing the principles and practice of gynecology, as professed in Germany, 
it is a treatise of which our German confréres may reasonably be proud. A. E.G. 
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